Three Successful Books 

DIAGNOSIS — Foster’s Examination of Patients 

Nc\cr before has there been a book like Foster’s. It is not 
a routine book on diagnosis, it is a book on the technic of 
examination, the “how” of diagnosis Dr Foster, himself 
a skilful clinician, has outlined a definite plan by winch 
symptoms, signs, and other data may be assembled and eval- 
uated and the findings dmicallj interpreted It puts method 
into diagnostic procedure 

By Xuifc, II Fthrm, M D doth. S3 10 net. 

TREATMENT— Palfrey’s Art of Treatment 

This, too, is as different from other works on medical treat- 
ment as is Dr Foster’s work on diagnosis It is a work on 
the conduct of a case, on the management of the patient and 
the patient’s relatives and friends But it is more than 
that— it is as well a book on therapy with particular stress 
on the comfort of the patient Under each disease Dr 
Palfrey gives the therapeutic measures that will m most 
cases constitute satisfactory treatment, that will m most 
cases make the patient comfortable 

llylRAvas W Funny, M D Cloth, St SO Kf 

YOURSELF— Thomas’ The Successful Physician 

This is a work on the business side of practice. Dr. Thomas 
has wTitten a book that will guide the physician in liis 
contacts with paU'ent, nurse, and diuggist. There arc chap- 
ters on personality, on the sclccUon of a location, on equip- 
ment, on investments, on hospital wo*k, on law, on ethics, 
and on many other subjects, all of y Mc h the phjsician 
must know if he hopes to attain financial-independence 
By V cue. C. Tta»tts M D \ doth, St 00 e«t 

\V. B SAUNDERS CO., PhiladelplV London 
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THE MANAGEMENT OF DIABETES MELLITUS ASSOCI- 

' ATED WITH PULMONARY TUBERCULOSIS 

Diabetes mellitus and pulmonary tuberculosis were formerly 
regarded as an almost invariably fatal combination Conflict- 
ing indications were encountered in the treatment of the two 
conditions, in that a high caloric intake was required in tuber- 
culosis, whereas a diet restricted below the point of individual 
tolerance was necessary in diabetes The use of insulin has made 
it possible to meet both requirements By means of a balanced 
diet containing a relatively large amount of fat m safe proportion 
to the available glucose enough calories can be furnished to mam- 
tain the patient’s weight, and by means of sufficient insulin the 
endogenous supply can be augmented to insure the utilization 
of the carbohydrate gi\ en As a result of the better management 
of diabetes which has thus been made possible, the prognosis of 
cases complicated with tuberculosis has been greatly improved 

On the part of the patient sufficient intelligence to be able to 
follow a strict weighed diet and a willingness to co-operate are 
prerequisite to successful management On the part of the phys- 
ician continued obsen ation, in order to determine the efficacy 
of control, is necessary As to what constitutes effective 
control of diabetes there is some difference of opinion, and, 
consequent!}, \ anous catena are followed Most writers on 
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the subject have aimed to prevent glycosuria, although some 
permit the excretion of occasional or slight amounts of sugar 
Others have aimed to pre\cnt hyperglycemia Whether it be 
true, as statistics indicate, or untrue that tuberculosis is no more 
common in diabetics than in the general population, it seems 
obvious that in diabetes with tuberculosis a normal ghccmia is 
desirable Persistent hyperglycemia, w Inch predisposes to in- 
fections m general, must predispose to the extension of latent or 
active tuberculous foci by pros whng a medium fas orablc to the 
growth of the tubercle bacilli Control of gljccnua seems the 
ideal goal of treatment in the light of our present knowledge 
The results of urine examinations do not furnish information 
as to the blood-sugar Ics’el Although it is true, especially in 
the milder cases of diabetes, that the blood-sugar often becomes 
normal when aglycosuna has been produced, hyperglycemia may 
exist s\ ithout glycosuria That frequent blood-sugar estimations 
seem impractical and may be difficult to obtain is no argument 
against their value Many of the objections to frequent deter- 
minations have been overcome by the introduction of accurate 
micro methods The use of effective preservatives promises to 
make these examinations generally practicable 1 In our ex- 
perience a knowledge of the fasting blood-sugar has been indis- 
pensable We have used, for the most part, specimens of capillary 
blood which the patient has been taught to collect from his finger- 
tip For this purpose lie uses a spring lancet winch makes a small 
incision from which about 10 drops (about 0 2 c c ) of blood are 
caught in a small vi.il conlammg 5 milligrams of Sander's* pre- 
scrvalixc, a mixture of sodium flound and thymol The blood 
docs not coagulate, glycolysis is prevented for several days by 
the thymol For sugar determinations of the micro samples the 
Randlcs-Grigg* modification of the Folin-Wu method has been 
used with an accuracy' well within clinical requirements 

We wish to present 4 patients with sc\ere diabetes and ad- 
vanced tuberculosis In one case the tuberculosis has apparently 
healed, in another the process lias become quiescent, in the third 
patient conditions favorable to healing lia\c been brought about 
and a good prognosis is justifiable, in the last ease, howucr, 
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althougli aglycosuria has been maintained, the fasting blood- 
sugar level remains above normal, progress has been very slow, 
and the outlook is grave Frequent adjustments in insulin dosage 
were required before it was possible finally to establish an 
equilibrium between the total insulin available and the glucose 
intake The amount of insulin required during fever and obvious 
tuberculosis toxemia has been, m several cases, extraordinarily 
large A study of the blood-sugar variations occurring at intervals 
during the day has been of great help in placing the larger doses 
in proper tune relation to the peaks of hyperglycemia By means 
of these diurnal curves it has been possible to adjust the insulin 
dosage so as to a\ oid hypoglycemic reactions As a result of the 
endeavor to give the patient sufficient insulin hypoglycemic 
reactions frequently occurred as his sugar tolerance increased 
Such reactions were easily relieved This skght danger is counter- 
balanced by the improvement which follows when normal gly- 
cemia is main tamed As secondary therapeutic measures bed 
rest, fresh air, and sunlight are important 

CASE I 

Rev erend C C , thirty-eight years of age, was admitted to 
Wesley Hospital for instruction in regard to diet on September 
14, 1922 Glj cosuna had been discovered some six months earlier 
by a physician who had been consulted because of polyuna and 
loss of weight and strength After following a restricted diet 
onlj occasional traces of sugar appeared He had never weighed 
more than 140 pounds, which is below normal for his height of 
69 inches Of previous illnesses, only measles and scarlet fever 
in childhood, and an operation in 1919 for subacute appendicitis 
is recalled There is no family history of diabetes A sister died 
of pulmonary tuberculosis at the age of thirty-one 3 ears 

On examination the patient appeared extremely thm Weight 
121 pounds (55 kgm ). No fev er or cough General adenopathy 
vas present Teeth and tonsils showed no infection Heart, 
lungs, and abdomen were negative Blood-pressure normal 
Roentgen examination of the chest was not made No tubercle 
bacilli were found in the specimens of sputum obtained Was- 
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sermann test negative Metabolic rate —9 per cent The first 
twenty-four-hour specimen of urine contained 5 gm of glucose 
After two days on a low carbohydrate diet the urine was sugar 
free He was discharged after a week with a blood-sugar of 
0 094 per cent on a diet of Ch 60, P. 80, F. 120 (calories 1640) 
During the next month he remained aglycosunc The diet was 
then increased to Ch 90, P 90, F 150 (calories 2020) , the fasting 
blood-sugar was 0 124 per cent About six weeks after returning 
to his work in another city he caught cold and glycosuria reap- 
peared He spent a week in bed with grip and bronchitis 
Readmitted to the hospital on January 2, 1923, he appeared 
pale and emaciated Weight 117 pounds (53 kgm) Fever, 
cough, and glycosuria were present. Blood-sugar 0 224 per cent 
Dulness, moist idles, and muffled breath sounds were detected in 
the apex of the right lung Many tubercle bacilli were found in 
the sputum Stereoscopic radiograms revealed extensive changes 
in the upper right lobe and in both hilum regions, together with 
slight change in the left apex. The lung markings were inter- 
preted as chronic, with activity in the right upper lobe 

Further Clinical Course — Glycosuria disappeared promptly 
with bed rest and a diet which met basal requirements The 
fasting blood-sugar after five days decreased from 0 224 to 0 150 
per cent The temperature was normal after ten days The use 
of iletm was begun on January 8, 1923, in doses of 5 units three 
times daily The diet, and particularly the carbohydrate supply, 
was gradually increased without reappearance of glycosuria or 
further elevation of the blood-sugar level On February 8th, 
after several days on Ch 130, P 100, F 200 (calories 2720), the 
fasting blood contained 0 163 per cent of sugar He had gained 
6 pounds in v. eight On February 28th, five days after a further 
increase of carbohydrates to 155 gm , the unne contained a large 
amount of sugar The insulin dosage had remained at 15 units 
daily After a day of fasting the blood-sugar was 0 144 per cent , 
but with a return to a diet containing 140 gm of carbodyhrate 
and 218 gm of available glucose it rose to 0 337 per cent The 
dietary management described is open to criticism in the light 
of present practice, but it uas feared at that time to increase the 
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Fig 251 — Chest radiogram of Case I, August 22, 1925 Clinical diag- 
nosis Arrested tuberculosis, diabetes under control The right lung shows 
dense shadow bands m the upper field extending from the lung root to the 
penpherj Within the dense shadow are small circumscribed areas of less- 
ened dcnsitj The entire upper third presents lighter shadows suggests e of 
a recent process There is evidence of pleural thickening and retraction 
over the nght apex The left lung field is quite clear except for some haziness 
m the apex The lung roots are markedh increased, bronchial markings 
extend well out to the periphery in all directions 

fats greath in order to supph the desired number of calories 
It is evident that the successn e additions m carbohj drate passed 
\ ol. 0 — q; 
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the point of tolerance Such additions might have been utilized 
by sufficient llctin, but iletin was a new remedy, and we were 
fearful of producing hypogh ccnnc reactions 

Soon after tins' the patient went to a tuberculosis sanitarium 
in New Mexico Great difficult}' was experienced at first m 
controlling glj cosuria, but finally, with a reduction of diet to 
Ch 75, P 65, F 150 (1910 calories and 127 gm of axailablc 
glucose) and with an increase of msulin to 30 units daily, he 
became and remained sugar free After a year he w as discharged 
as an arrested ease of pulmonan tuberculosis He has gradualh 
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increased his activit} and is about to resume Ins work He feels 
and looks well and has no fcier or cough Weight 110 pounds 
(60 kgm ) Blood-pressure and urine arc normal The peripheral 
xesscls arc soft Radiograms show an old healed process with 
cant} formation m the right upper lobe (Fig 251) Whether 
other markings suggestn c of a recent process denote present 
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activity cannot be detennined by Roentgen examination There 
are no clini cal signs of active tuberculosis 

Since January of this year blood-sugar estimations have been 
made usually at weekly intervals Until June, when he returned 
to this city, specimens of blood were drawn by the patient and 
mailed from New Mexico The specimens were apparently ef- 
ficient} preserved by a mixture of sodium fluond and thymol 
The blood-sugar lei els and the diet and insulin regime followed 
are shown in the table on page 1458 

Recently the insulin dosage has been reduced to 15-0-10 
because of mild hypoglycemic reactions occurring in the evening 
On August 22, 1925 a senes of blood-sugar estimations w as made 
at intervals during twenty-four hours in order to determine 
whether the insulin dose u as proper in amount and in time The 
following results were obtained 


Fasting blood-sugar 

Percent 

0 125 

1} hours after 15 units insulin and breakfast 

0 126 

Before noon meal 

0 070 

li hours after lunch 

0 101 

Before 10 units insulin and e\ entng meal 

0 082 

1} hours after evening meal 

0 176 

3i hours after evening meal 

0 170 

Following morning (fasting) 

0 092 


Since capillary (artenal) bloods w ere examined, the readings 
obtained shortly after meals and insulin probabh represent i alues 
higher than would have been obtained with corresponding \ enous 
blood 

Discusstoit — This patient has diabetes melhtus and pul- 
monary tuberculosis which has been arrested or has been healed 
That the tuberculosis was chronic and dated probablv from child- 
hood is indicated by Roentgen examination and b> a history of 
exposure Gljcosuna appeared in the spring of 1922, and signs 
of acti\e tuberculosis m December of the same }ear The earl} 
management of the diabetes, based on the mamtainance of agl} - 
cosuna, was inadequate A reluctance to increase fats and to 
administer insulin m large amounts were handicaps Later, 
after sufficient insulin was supplied, healuig of the tuberculous 
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lesions was accelerated It is of interest that this patient, who 
has been taking insulin daily since January 8, 1923, has suffered 
little inconvenience and no apparent harmful effect Prolonged 
observation of the blood-sugar indicates that the diabetes is 
under control 

CASE H 

Mr C R , an electrician, thirty-fi\ e ) ears of age, entered the 
hospital No\ ember 12, 1924 He had been, ill for six weeks, but 
had felt below par for four } ears, following a senes of carbuncles, 
during which he lost 60 pounds in w eight He had had frequent 
head and chest colds For a year increased thirst and unnation 
(nocturia four or five times) had been present, but no urine 
examinations were made ' 

Six weeks before admission he became chilly and then febrile 
on returning from work Gnp was diagnosed After four days 
in bed he resumed his duties, although he did not feel well A 
week later he had a severe chill and his temperature rose to 104° F 
Sharp pains in his left chest and a severe, productive cough ap- 
peared, the sputum was not blood- tinged A diagnosis of pneu- 
monia w as made After a week he was able to sit up, but cough, 
dyspnea, hoarseness, and night-sweats continued He states that 
during this time he drank more than a gallon of water a day 
There is no family history of tuberculosis Both parents died 
of diabetes and apoplexy Two brothers and S sisters enjoy 
good health 

Examination showed a fairly well-nounshed inan, weight 145 
pounds (66 kg), height, 64^ inches Fever, cough, and hoarse- 
ness were present Extensa c pyorrhea, with deep pockets and 
considerable pus, and slight, chronic tonsillar infection were 
found The laryngeal mucosa was inflamed, an ulceration on 
the posterior wall between the arytenoids was suggestive of tu- 
berculosis Thyroid normal Slight general adenopathy Scars 
of incised carbuncles remained on the back of the neck The left 
chest lagged on inspiration, posteriorly, the entire left side was 
dull to percussion, a friction-rub and many rales were heard o\ er 
the upper half The nght chest was normal Heart findings 
were negatii e sa\ e for tachycardia Abdomen normal Blood- 
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pressure and reflexes normal The Wassetmann test was negative. 
The blood-count w as normal The unne contamed a large amount 



Fig 2S2 — Chest radiogram of Case II, November 12, 1924 The upper 
half of the left lung shows diffuse markings suggestive of an actrxe inflam- 
roatorj process Except at the apex most of the peripheral portion is clear, 
intermediate and hilum structures are greatlv increased in tissue densit\ 
Certain decreases suggest caMtation with indistinct walls The right lung 
field is normal throughout 

of sugar and a trace of albumin Fasting blood-sugar 0 282 per 
cent Many tubercle baalli w ere found in the sputum Roent- 
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gen examination showed an unusual sliadow arrangement m the 
right lung suggestn e of x erv actix c interstitial inflammation, most 
of the peripheral portion was clear except at the apex, the inter- 
mediate and lulum structures were grcatlv increased in density 
(Fig 252) 

Clinical Course — After a week on a diet of 1720 calorics con- 
taining 106 gm of available glucose (Cli 60, P 55, F WO) and 
30 units of insulin daily the blood-sugar level dropped from 0 280 
to 0 185 per cent and the urine became sugar free With a 
slight increase in diet 45 units of msulm were required to keep 
the fasting blood-sugar at a normal level On Januan 5th the 
food intake was increased to Cli 85, P 65, F 200 (calorics 2400 
containing 143 gm of available glucose), tlus diet has since been 
followed The insulin required for the maintenance of normal 
glyccmia has gradually decreased from 70 to 45 units Thus, 
during February, 70 units were gi\cn, during March, 60 units, 
during April, 50 units, and since that time 45 units daily At 
first administered in three doses, the insulin has (since May) 
been gi\ en in a morning dose of 25 and an evening dose of 20 
units A further reduction seems to be indicated at the present 
time Only a few slight reactions have been experienced The 
clinical course, viewed from the standpoint of the blood-sugar, 
is illustrated m Fig 253 The decreasing insulin dosage required 
to maintain normal glycunia indicates an increasing sugar 
tolerance 

The urine has remained sugar free Occasional afternoon 
nses m temperature persisted until January 2Slh On returning 
to his home on February 21st the patient’s cough had disap- 
peared, and the ulceration of the larynx had almost healed, 
sweating and tachycardia were his only symptoms Only a few 
rales were heard over the left upper lobe, dulncss and diminished 
breath sounds persisted The patient continued to rest at home 
until August 1st Since then he has been at work His duties, 
how ex er, require little ph> sical exertion The tuberculous process 
seems to be quiescent and the diabetes to be under control 

Discussion —From the history of this patient it appears that 
diabetes has been present for o\ er four years Obesity may have 
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been a predisposing factor The carbuncles which developed 
were probably complications associated with hyperglycemia Dis- 
tinctn e simp toms of diabetes existed for over a year before the 
onset of tuberculosis in pneumonic form The favorable course 
is due to the co-operation of the patient, who has weighed his 
diet and taken his insulin with scrupulous care The frequent 


CASC II (C«J 



Tig 253 — This chart represents the clinical course of Case II from the 
standpoint of diabetic management The upper line shows the grams of 
glucose available m the diet, the heavj line, the fasting blood-sugar values, 
and the lighter, dotted line the insulin dosage A gam of tolerance is indi- 
cated 


blood-sugar examinations have been of great aid to us in regulat- 
ing the insulin dosage, to the patient they have been of great 
disciplinary x alue The decreasing amounts of insulin required 
to maintain a normal fasting blood-sugar level indicate a gam m 
sugar tolerance 

case in 

J B , age forty-nine years, was referred for examination 
on Januarj 17, 1925 He had been activety engaged in busmess 
m spite of xanous s3Tnptoms to be described Glycosuria had 
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been discovered ten jears previousl) in the course of an ex- 
amination for life insurance At that time he w eighed 2 10 pounds.” 



Tig 254 — Chest radiogram of Oise III, Januar> 22, 1925 The hint; 
apices arc clear On the left side from the first to tin. third interspace mart 
ings extend from the lung root to the pcriphcrj , in the onur portion there is 
an annular shadow with thick walls, this is c\idtntl> a caaitj without fluid 
content Pleural thickening is confined to the region dtscrihcd Both lung 
roots show shadow increase and ajarge amount of calcification 


With some attention to diet lie lost 20 pounds I 11 the few ex- 
aminations of the urine made since then traces of sugar were 
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found, polyuna was intermittent In the past year he had lost 
22 pounds For sis months a burning pain in the shoulder and 
beneath the sternum had been present, and for about the same 
lenght of time he had had a mornin g cough There is no family 
history of tuberculosis or diabetes 

Examin ation shdwed a short, thick set, flabby man, 64 inches 
tall, and weighing 160 pounds (73 kg ) Temperature 99° F. 
There were signs of infection about the teeth Heart normal 


case: 111 ( 


mi i-ia 



Fig 255 — The fasting blood-sugar values of Case III during seven months 
or treatment are shown The number of insulin units administered daily is 
indicated b> means of the lighter dotted line Normal glycemia has been 
maintained 

except for increase in rate (92) Blood-pressure 140/88 Many 
riles were heard over the left lung The Wassermann test was 
negative The urine contamed sugar and diacetic acid, no albu- 
min or casts Blood-sugar 0 282 per cent Tubercle bacilli were 
found in the sputum Roentgen examination showed evidence 
of an old healed tuberculosis of the lung roots, markmp in the 
left upper lobe suggested the probability of breaking down of 
one or more of these foci, a single, fairly large cavity was made 
out (Fig 254) 
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Cluneal Course — As indicated in Fig 255, a diet containing 
104 gm of a\ ailable glucose and 50 units of msului daily had but 
little effect on the fasting blood-sugar An increase of insulin 
to 120 units daily was required to produce a normal gljccmia 
Gradual reductions in the insulin dosage were subsequently 
possible A few dai s after a reduction to SS units peculiar reac- 
tions characterized bj disturbed \ isioii and symptoms resembling 
hysteria occurred Inordcr to study the effect of the insulin and to 

cast 111 



1 if* 256 — Diurn il blood sugar uini of Ca«i III, March 26, 1925, 
lhe diet of 2095 caloric-- contained 117 gm of available glucose Breakfat-t 
which contained approximate!} 27 gm of available glucose, was preceded b\ 
55 units of insulin, the noon meal, with 42 gm , b> 20 units and the evening 
meal, containing 17 gm , bj 30 units of insulin 1 he mi\imum hfc (0 162 
per cent ) occurred after breakfast The lowest blood sugar lead (0 061 per 
cent ) was found before lunch at a time which corn sfiondcd with tin onset 
of h> poglj ccmtc s> mptoms The fasting leads were normal Afti r a slight 
reduction of the morning dose of insulin to 30 units the reaetions disappeared 


determine the proper di\ ision of tlic dose, blood-sugar estima- 
tions were made at intervals during twcnlv -four hours (Fig 
256) With the insulin division of 35-20-30 the peak of the sugar 
cun e occurred after breakfast, before luncheon, at the time of the 
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reaction described, a low point of 0 064 per cent was reached, a 
small rise followed the evening meal A curve oi this character 
was found bv Jonas and his co-workers 4 to be the usual one 
obtained under similar conditions Since -the estimations were 
made with samples of capillarv blood it is probable that all ex- 
cept the fasting specimens contamed more glucose than would 
hav e been present in corresponding v enous samples On April 
1st, when the patient was discharged from the hospital, 75 units 
of insulin were required for the utilization of a diet which had 
been increased from 104 to 113 gm in available glucose content 
During the period of hospitalization his afternoon temperature 
rose to 99° or 100° F Since returning to his home in Georgia 
the patient has mailed samples of blood for exammation The 
unne has remamed sugar free and normal glycemia has been main- 
tained Neuntic pains m the shoulders, rise in temperature to 
99 2° F , and slight cough are the only sjmptoms noted 

Discussion — This patient has had diabetes for at least ten 
\ears The condition, practically disregarded, became severe 
The time of onset of the tuberculosis is unknown, a healed or la- 
tent process probablv existed for 3 ears Signs of actmt}' had been 
present for about six months At the beginning of treatment 120 
units of insulin were required to mam tarn normal gl} cemia, after 
sev eral months 75 units werf sufficient Rest and other measures 
of a tuberculous regime are being earned out A fax orable prog- 
nosis seems justifiable 

i 

CASE IV 

Mr J C , a foreman of auto repairs, thirtj -three j ears of age, 
was admitted in Januarj', 1924 Four months pre\ ioush' he had 
noticed a dryness of his throat, unusual thirst, and polvuria 
He had quickly lost in weight from 155 to 120 pounds His past 
histon is negative except for illnesses of childhood, an appen- 
dectomj in 1915, and rather frequent colds There is no family 
histon of diabetes or of tuberculosis 

Examination showed a tall, thm man of ruddj complexion 
Height 70 inches, weight 55 kg No fev er or cough Teeth and 
tonsils were free from infection Cemcal glands were palpable 
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Cardiox ascular system normal Xo abnormal lung findmgs w ere 
detected Abdomen negatn e Reflexes normal Wassermann 
test negatn e Metabolic rate —3 per cent The twenty-four- 
hour urine contained 41 gm of glucose, no diacetic acid, albumin, 
or casts Blood-sugar 0 416 per cent 

Cluneal Course — After two weeks of instruction, during which 
he had gained six pounds, the patient was discharged, sugar free, 
on a diet of 2160 calories con taming 130 gm of available glucose 
and on an insulin dosage of 14 units daih On returning to wwh 
sbglit intermittent glj cosuna appeared Insulin w r as gradually 
increased to 30 units dailx After several months his regular 
visits ceased In December, 1924 he reported that he felt well, 
but that intermittent gl) cosuna contmued From Januarx to 
April, 1925 a senes of blood-sugar determinations w r as made, 
wnth the follow mg results 0 392, 0 200, 0 35 1 , 0 322, 0 323, 0 250, 
0 209, 0 308, 0 257, and 0 202 per cent An mcrease in insulin to 
45 units dunng February and to 50 units durmg March failed to 
produce normal fasting lex els In April he was persuaded to 
return to the hospital for the adjustment of the insulin dosage 
The results of six days of obserx ation were as follows 


Date 

192" 

Diet 

Calorie* 

Available 

glucose 

Urine 

Blood 

sugar 

Insulin 

Ch 

P 

F 

4/6 

90 

60 

210 

2490 

146 

+ 

E a 

0-15-20 

4/7 

90 

60 

210 

2490 

146 

tr 

D % 

25-15-20 

4/S 

90 

60 

210 

2490 

146 

tr 

mt 

25-15-20 

4/9 

90 

60 

210 

2490 

146 

tr 

0 250 

25-15-20 

4/10 

90 

60 

210 

2490 

146 

tr 

0 146 

30- 0-25 

4/11 

90 

60 

210 

2490 

146 

0 

0 1S4 

30- 0-25 


After leaving the hospital he refused to return for observation 
Despite wammgs he finally disregarded his diet and stopped 
insulin Immediatel> he began to feel badlj , and on June 4th 
he was sent to a hospital m a semicomatose condition 

On readmission to Weslex Hospital on Julx Sth he complained 
of a sex ere and x r erx productix e cough xxhich had come on without 
















Fir 257 — Chest radiogram of Case I\ On the left «ide there is a dense 
shadow in the upper half of the lung the pleura is retracted cavitation and 
interlobar pleural changes are indicated, the costophrenic angle is partialh 
obliterated and adhesions of the diaphragm limit excursion On both sides 
bronchial increases are marked, cspecialh in the lung roots The right lung 
is othcru isc normal 


tt\o weeks He was \cr\ thin and pale Feter was present, but 
be had had no night-sweats There was a marked dulness o\er 
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the upper two-thirds of the lett chest, tactile and vocal fremitus 
were increased and man\ rales were heard over the dull area 
Manj tubercle bacilh were found m the sputum The urine 
contained a large amount of glucose Blood-sugar 0 378 per 
cent Chest radiograms show ed ad\ anced and actn e tuberculosis 
lmolvmg the upper left lung (Fig 257) 

Recent Course — The recent course is indicated in the follow- 
ing table 


Date, 

192". 

Diet 

Unne 

Weight I Blood 
(^S) sugar 

Insulin 

Ch 

fl 


Calories 

Available 

glucose 

7/10 

100 

90 

n 

1435 

160 


53 

0 378 15-15-15 

7/11 

100 

90 

150 

2110 

167 




25-25-25 

7/13 

100 

90 

150 





0 215 

25-25-25 

7/14 

100 

90 

175 

2335 

170 




35-35-35 

7/16 

100 

90 

175 





0 236 

35-35-35 

7/19 

100 

90 

175 





0 250 

25-25-10 

7/20 

100 

90 

175 





0 333 

30-30-20 

7/22 

100 

90 

175 





0 274 

30-30-20 

7/25 

100 

90 

175 





0 238 

30-30-20 

S/1 

100 

90 

175 





0 174 

30-30-20 

8/3 

100 

90 

175 





0 266 

30-30-20 

8/11 

100 

90 

175 




51 

10 199 

30-30-20 

8/13 

100 

90 

175 

* 




■0 274 

35-20-25 

8/14 

100 

90 

175 





0 267 

35-20-15' 

S/16 

90 

70 

220 

2620 

152 




35-10-25 

8/17 

90 

70 

220 





0 204 

35-10-25 

8/1S 

90 

70 

220 





,0 294 ‘ 35-10-25 

8/19 

90 

70 

220 





'0 257 

35-10-25 

8/20 

90 


220 





; o 260 ; 

35-10-25 

8/22 

9C 


220 






35-10-30 

8/23 

90 


220 





0 210 

40-10-30 

8/26 

90 

w yj 

220 





0 ISO 

40-10-30 

8/27 

90 


220 






40-15-25 

8/2S 

9C 


220 





0 23 S 

40-10-25 

9/1 

90 


220 





0 184 

45-10-30 

9/2 



220 





0 211 

45-10-30 

9/3 



220 





0 222 

45-10-30 

9/4 



220 




50 


45-15-30 

9/5 



220 


1 



0 19S 

45-15-30 
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Afternoon fex er (99° to 101 4° F ) continued until August 8th, 
since then there has been only an occasional slight rise in tem- 
perature Cough and expectoration have decreased and tubercle 
bacilli are difficult to find The upper left chest remains dull, 
but fewer rales are heard A weight of 110 pounds has been 
ma i n ta in ed His appetite is fairly good Glycosuria disappeared 
after a feu day s but, as shown in the above table, hyperglycemia 
has persisted The amount of insulin has been graduallv in- 
creased to 90 units, which causes an occasional slight reaction 
An all-day cun e showed a marked elevation m blood-sugar after 
breakfast and approximately normal values during the rest of 
the da} , during the night, however, the sugar rose to the fasting 
levels indicated in the table Despite the high fasting blood- 
sugars and the marked rise after the morning meal the twenty- 
four-hour specimens of unne presen-ed with toluol have failed 
to show glucose with Benedict’s solution Quantitative esti- 
mations using the Folm-Berglund method, have given normal 
results For example, on August 17th, when the fasting blood- 
sugar was 0 204 per cent, the twenty-four-hour unne contained 
onl) 0 34 gm on August 25th, with a blood-sugar of 0 1S9 per 
cent , the urine contained 0 40 gm , on August 27th, with 0 210 
per cent blood-sugar, there was 0 335 gm and on September 
2d a blood-content of 0 211 per cent, was contrasted with a unne 
sugar of 0 493 gm 

Discussion — This patient probably had an unrecognized lat- 
ent tuberculosis activated by a severe diabetes Initial treat- 
ment directed against the appearance of glycosuria was not 
successful Continued hyperglycemia fa\ ored the extension of 
the tuberculosis The danger of coma from the neglect of diet 
and insulin is illustrated That hyperglycemia may exist unac- 
companied by 'gly cosuna is also shown It has not, as yet been 
possible to maintain normal glycemia throughout the twenty- 
four hours, the blood-sugar rises during the night to the high 
fasting lei, els recorded By means of a night dose of insulin and 
a readjustment of diet, usmg diumal cun es as a guide, we hope 
to be able to prex ent hypergh cemia Healing of the tuberculous 
process seems to ha\ e been retarded by our failure to establish 
a normal blood-sugar lex el 
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CONCLUSION 

The cases presented of severe diabetes and advanced tuber- 
culosis illustrate the possibility and the advantage of maintaining 
the blood-sugar at or near a normal level Normal glycemia, 
clinically, favors the healmg of the tuberculous lesions, hyper- 
glycemia predisposes to their extension 
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CLINIC OF LEWIS J POLLOCK 
Nort hw estern University Medical School 


NEUROLOGIC DIAGNOSIS 

In beginning the clini cs of the following } ear I have the privi- 
lege of addressing 3011 upon the subject of neurolog} For 
generations it has been traditional that neurology is the most 
difficult and, at tunes, I fear, useless subject taught in the medical 
curriculum This misconception is in my opinion, due largely 
to the manner m which neurology has been taught and learned 
I beheve that neurolog}- presents itself in so logical a form that 
with a certain foundation it becomes one of the easiest subjects 
which you are called upon to study 

I am quite in agreement with the students who state that it 
is impossible to leam the symptoms, signs, and pathology of the 
various diseases of the nervous s}stem by memon I believe 
it quite useless to attempt to remember the signs and symptoms 
of meralgia paresthetica, of syringomyelia, or what-not, as such 
I believe it will be found to be exceedingly difficult and, at times, 
impossible to remember those signs and svmptoms for a time 
e\en long enough to pass an examination If, however, we ap- 
proach the subject of neurolog} from the standpoint of anatomy 
and ph} siology the matter is considerably simplified If we but 
localize certain pathologic lesions in the central nervous s} stem, 
we find there are but few diseases which could so affect the nervous 
system at that particular locality’ 

For example, if by means of the signs and symptoms of a 
particular case we localize the lesion about the central canal of 
the spinal cord, there are but two conditions which might logic- 
ally cause this pathology — syringom} eha and an intramedullary 
tumor Instead, therefore, of having to remember the signs and 
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symptoms of many diseases, it would be necessarj onh for us 
to know some of the under]) mg anatomic and physiologic facts 
which would enable us to so localize the lesion 

Much of the difficulty which exists m learning neurolog) I 
believe is due to the method of learning the anatomy and phil- 
ology of the nervous system I do not behe\ e it to be essential 
to be able to trace the fibers of the inferior longitudinal fasciculus, 
or to describe any obscure formation within the nerxous s)stem 
Much of the elemental - ) training m these subjects is offered as 


2 > 



Fig 258 — Diagrammatic section through the spinal cord and a spinal 
nerve to illustrate a simple reflex arc a, b, c, and d. Branches of sensor} fibers 
of the dorsal roots, e, association neuron, /, commissural neuron (After 
Ranson ) A lesion at 1 produces flaccid paralysis, absence of deep reflexes, 
reaction of degeneration (Anterior root neuritis ) A lesion at 2 produces 
pain, loss of deep reflexes, loss of all sensation (Compression by tumor, etc ) 
A lesion at 3 produces flaccid paraly sis, absence of deep reflexes, reaction of 
degeneration, and loss of sensation (Peripheral neuritis ) 

a means of teaching a student how to think and where to find 
things to think about It is necessary to knoyy a few of the long 
fiber tracts, some of their connections or levels of reflexes, the 
levels ot origin of cranial and spinal ner\ es, and the general con- 
formation of the nervous system This knowledge ma) be readily 
acquired 

Let us begin by visuali7ing a cross-section of the spinal cord 
We find that it consists of white and gray matter, the latter in 
the form of a letter H In the anterior part of the gra) matter 
there exist a number of horn cells, known as anterior horn cells, 
from which originate the anterior root fibers In the posterior 
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horn the posterior root fibers enter and connect with the an- 
terior horn, constituting a lower reflex arc It this arc is inter- 
rupted at an> point the reflex which this particular arc subsen es 
is destroy ed (Fig 258) 

For example, if w e interrupt this arc at the le\ el of the second 
lumbar segment the knee-jerk disappears This loner reflex arc 
is controlled by impulses from the cerebrum through the pyra- 
midal tract These impulses are of an inhibitor} character, so 
that it we have a lesion of the p> ramidal tract abo\ e the level of 
an} deep reflex arc, that reflex is increased We are already 
provided with a method for differentiating upper motor neuron 
lesions, or those occurring in the motor tract fron the cortex, to 
the anterior horn cell m the spinal cord from those of the lower 
motor neuron, or that part ot the motor s} stem from the antenor 
horns to the motor end-plate in a muscle In the former the 
deep reflexes are increased, in the latter they are diminished or 
absent If the lesion is on the motor side of the lower reflex arc, 
we know that certain trophic changes occur whether the lesion 
is in the antenor gra} matter of the cord, in the root, or m the 
penpheral nerve 

The most important trophic changes are a degeneration in 
muscle and nerv e, as shown b} an electnc reaction of degeneration 
and atrophv ot the muscles 

Tone which is a quality of muscles in contraction, is dependent 
upon an intact reflex arc, so if this arc is interrupted at any pomt 
flaccidit} ensues 

Let us now visualize a few of the important tracts We will 
obsen e that in the lateral region of the spinal cord the crossed 
pyramidal tracts ascend Somewhat adjacent to them are the 
spinothalamic tracts In the posterior columns of the cord ascend, 
uncrossed, the sensations for jomt, muscle, and bone sensibility 
Touch likewise chiefly ascends m these columns The fibers sub- 
serving pain and temperature senses enter through the posterior 
roots and, crossing the gray matter of the spinal cord, ascend in 
the opposite spmothalmic tract (Fig 259) 

4. lesion affecting the pyramidal tracts wall produce a par- 
alysis Insomuch as this paralysis is of the upper motor neuron 
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tjpe, it will produce <an increase of the deep reflexes Just as the 
deep reflexes are increased, so, as the result of diminished in- 
hibition, tone is increased and spasticity is found in the paralyzed 
muscles The separation of the lower part of the central ner- 
vous sjstem from the upper lex els releases certain protective 


Fasciculus septomar pi nalis 

Fasciculus tntcrfascicularls 
Fasciculus Proffitts 
Sensory fibers of the 
second order ' 

Lateral corticospinal 

Rubrospinal trad - 
Tectospinal tract 


Bulbospinal trad — 
Vestibulospinal trad 



Ventral corticospinal tract 


Fasciculus traaiis 

cuius cuntaius 
-Dorsolateral fasciculus 

• Dorsal spinocerebellar 
trad 

— taseleulus Pro pr l us 
I ettiral spinetne* 
Ulldr trad 

lateral spinothalamic 
tract 

mm Spinotectal trad 
I entral root 

Ventral spinothalamic trad 
Sulcomarginal fa tcUulus 


I'm 259 — Diagram shotting the location of the principal fiber tritlH in 
the spiml cord of min (After Hinson ) 1, Anterior horn 2, posterior root, 
3, pyramidal tract, 4, spinothalamic trict, 5, posterior col minis (Goll’s and 
Biirdach’s), 6, fillers to opposite spinothalamic tract A lesion in 3 produces 
spastic paraljsis, increased deep rcfhxes, and Dabinski sign (Lrh’s spmnl 
spastic paralysis) A lesion in 1 produces flaccid paraljsis, Joss of deep 
reflexes, atrophj’, and reaction of degeneration (Anterior poliomjchtis, pro 
gressue muscular atrophj ) A lesion in I and 3 produces llaccid piraljsis, 
absence of deep reflexes, atrophj and reaction of degeneration at the lead 
of the invohement of the anterior horn, and a spastic paraljsis with increased 
deep reflexes and Ilabmski sign lielou the lead (Anijotroplnc lateral scle- 
rosis ) A lesion in 5 and 2 produces absence of deep reflexes, pain, areas of 
sensorj loss to touch and pain, loss of deep sensation, and sensorj ataxia 
(Tafics dorsalis ) A lesion in 0, 1, tnd 3 produces a picture similar to that 
described in a lesion of 1 and 3, along aaith a loss of pun and ti mpi ratiire 
sen'e in the Ica'rls where. the central gray (ti) is maolacd CSaringoinjelm 
and, rarelj, intramedullary tumor) 


and other reflexes which consist of integrated motor moxements, 
of which that combination known as a Babmski sign is one 
If, therefore, we sec a case in which wc Jiaxc a spastic par- 
alysis of both legs, with increased deep reflexes and bilateral 
Babincki with no sensory changes and no trophic disturbances, 
the condition can be due to onlx a bilateral inxolxcmuit of the 
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pyramidal tracts and is produced by only a few diseases — a 
primary spinal spastic paralysis, or Erb’s paralysis, or, rarely, 
it may be the beginning of some other disease (Fig 260) 

A lesion which destroy s the anterior gray matter of the spinal 
cord produces a parah sis which, because the lower reflex arc is 



Txg 260 — case of Erb’s 
spinal spastic paralysis, showing 
spastic paraplegia of slow onset 
with increased deep reflexes and 
bilateral Babmski sign 



Fig 261 — case of progressive mus- 
cular atrophy 


interrupted, is associated with an absence of deep reflexes The 
trophic supDh to the muscles having been destroy ed, it is like- 
wise associated with a reaction of degeneration and an atrophj 
of the muscles 
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If, therefore, we have a lesion which produces a flaccid par- 
aljsis with absence of deep reflexes, atrophj and reaction of 
degeneration and no sensory charges, the lesion must be cither 
in the anterior roots or in the anterior horn, usuallj m the latter, 
because there arc very few conditions in which the roots llicm- 
selxes maj be imolved If the lesion resides m the anterior 
horn, it may be due to an anterior poliomyelitis which, when 
acute, is the ordinary infantile paralysis and, when chronic, is 
a progressive spinal muscular atrophy (Fig 261) 


V 



Tig 262 — P-Andoli) ix rtrophic imiscuhr dyatrophv \ \oungtr brotlur 
is sinularl> -lUcrted Slight pscudohv pertroph) of elites md dnnctcri«iic 
method of issiiming erect posit on b> "crawling up oneself *' 

There are a number of diseases m which we ha\c progressne 
muscular weakness, at times with atrophy, but of a character 
differing somewhat from that seen m the spinal form Frequently 
in these atrophic muscles ma> be found infiltrated fat, giung 
rise to the appearance of h\ pertrophj , when the condition is 
known as pseudohj perlrophi These muscles in contradis- 
tinction to the ones affected bv a lesion of the anterior horns, do 
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not show reaction of regeneration and such diseases are known 
as dystrophies, in contrast to spinal atrophies They frequently 
are familial and usually hereditary Of such lesions a progressive 
pseudohypertrophic dy strophy is ai ery common example (Fig 
2621 

Fa mili al or hereditary' diseases manifest themselves at times 
by changes in the peripheral mechanism, as in a dystrophv or 
atrophy and at other times produce changes in the central 
nenous system For example, the afferent tracts in the cord 
leading upward to the cerebellum, such as occurs m Friedreich’s 
ataxia, where we ha\e ataxia, ny stagmus and absent knee-jerks, 
pes cavus, extensor type of plantar reflex (Fig 263) 



Fig 263 — The loner extremities of twins suffering mth Fredreich’s ataxia 
illustrating the pes cavus and dorsal flexion of toes 

If we hat e a patient who shows a spastic paraly sis in the legs 
with increased deep reflexes and bilateral Babmski and m the 
upper extremities a flaccid paralysis with reaction of degeneration, 
atrophy in the muscles, and an absence of deep reflexes with no 
sensory changes, it is obvious that we must be dealing with a 
combined lesion of the lateral columns and the anterior horns 
There is but one disease which may produce this namely, amyo- 
trophic lateral sclerosis (Fig 264) 

If we were to destroy the posterior columns subsen mg deep 
sensation, there w ould be produced an ataxia of sensory character 
due to the fact that the patient is unable'to orient himself as to 
the position of his extremities and the extent and direction of 
their moicmcnts 
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If we have a patient, therefore, who has a sensory ataxia, 
and, in addition, an absence of deep reflexes, with or without 
pain, and some loss of touch or pam sense, it is logical to assume 
that we have interrupted the deep reflex arc in its sensory portion, 
namely, at the posterior root, and, in addition, destroyed the 
posterior columns Such a condition could be the result of only 
a tabes dorsalis or locomotor ataxia The lesion of the posterior 


1 

i 



t* _ . j . 

Fig 264 — A case of amyotrophic lateral sclerosis, showing atrophy of small 

hand muscles 

root would produce an absence of deep reflexes, spontaneous pam, 
and a loss of sensation to all modalities Insomuch as deep 
sensibility is of more recent formation than pam, the long fibers 
in the posterior columns first undergo secondary degeneration, 
resulting in the los^ of sensation of joint and muscle sense with 
ensuing ataxia (Fig 265) 

If, now, we are presented with a case m which we have a loss 
of jomt and muscle sense, with a sensory ataxia and a weakness 
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with spasticity and increased reflexes, it is obvious that we are 
dealing with an involvement of more than one column of the 
spinal cord, and in such cases it would be a combined lesion of 
the posterior and lateral columns Such a condition could be 
due to xery few diseases, the chief one being combined degener- 
ation of the spinal cord or posterior lateral sclerosis, which is 
almost invariably due to pernicious anemia So if, in addition, 
to the neurologic phenomena, we discover a positive color-mdex 
and an achlorhydria, the diagnosis is positive 

Let us suppose a patient who has a paresis of his lower ex- 
tremities, with increased deep reflexes, bilateral Babinski and 



Fig 265 — A case of tabes dorsalis, illustrating the marked hypotonia resulting 
from a loss of proprioceptive (muscle, joint, bone) sense 

spasticity , in the upper extremities he has a flaccid paralysis 
with atrophy, reaction of degeneration, and absence of deep re- 
flexes In such a case it would be obvious that we are dealing 
with a lesion which affects the anterior gray matter at the level 
of the upper extremities and presses on the lateral columns 
If, now, we find that m the levels of the muscular supply of 
the upper extremities there is a loss of sensation to pam and 
temperature sense, but a preservation to touch, the diagnosis 
is apparent 

We will remember that the fibers subserving pam and tem- 
perature sense entering the spinal cord cross m the gray matter to 
the opposite spinothalamic tract A loss of sensation to pam and 
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temperature sense and a presen ation to touch, therefore, can 
be produced by a lesion about the central gray matter inter- 
rupting the crossing of these fibers, whereas the ascending fibers 
for touch remain unaffected in the posterior columns Such a 



Fig 266 — A. case of s\nngom>elia, showing characteristic scoliosis, 
atrophy of muscles of upper extremities, spastic paraljsis m lower extrem- 
ities, and a loss of sensation to heat, cold, and pain o\er the upper extremities 
and upper part of trunk 


condition may be due to but two diseases — an intramedullary 
tumor or sjnngomjeha (Fig 266) 

If we are confronted with a disease which produces a trans- 
verse lesion of the spinal cord it is obvious that at the level of 
the l esi on, having interrupted the deep reflex arc, such a reflex 
wouldjbe absent Having affected the anterior horns, that would 
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destroy trophic function for that particular segment of muscles, 
and here we would find a flaccid paraly sis with reaction of de- 
generation and atrophy This le\ el is necessarily i ery narrow, 
and often these signs may not be elicited 

Interrupting the pyramidal tracts we would produce below 
the leiel of the lesion a spastic paralysis with increased deep 
reflexes and pathologic reflexes 

Having interrupted the ascending sensory pathway s at the 
lei el of the lesion, we would ha\e a loss of sensation below that 
le\ el The bladder musculature corresponding m a measure to 
the somatic musculature, would inhibit a sphinctenc hypertension 
producing a retention of urine Such a lesion could be produced 
by my ehtis, tumor, thrombosis, hemorrhage, abscess or compres- 
sion of the spinal cord, or by disease of the spme, such as Pott’s 
disease 

The onset of such a condition frequently allows us to rule 
out a number of diseases For example, the xascular diseases 
are sudden in onset Tumors and compressions are slow m onset 
Again referring to some anatomic facts, w e find considerable 
assistance in the diflerentation of transverse lesions of the spinal 
cord The fibers for pain and temperature sense, as they enter 
the spinal cord and cross, ascend m a lamellar manner, those 
forming the lowermost segments are gradually pushed outward 
by the increased number of fibers from upper segments So w hen 
we deal with an intramedullary lesion m the cervical region, if 
it be incomplete, the outermost part of the spinothalamic tract 
is intact, and as this represents the lowermost segments we will 
find that the saddle area supplied by the sacral segments remains 
unaffected as to sensation 

On the other hand, if we are confronted with a lesion producing 
a compression from without, the lowermost segments are first 
affected, so that there is an analgesia up to, but not including, 
the last three or four segments below the leiel of the lesion 
In a transi erse my ehtis there is a complete loss of sensation 
below the le\el of the lesion In the diseases on which a trans- 
i erse lesion is produced by gradual compression there is a complete 
Io-s of sensation seieral segments below the le\ el ot the lesion, 
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and a diminished amount of loss of sensation up to the level of 
the lesion 

Just as a small amount of knowledge concerning anatom} and 
physiology permits us to diagnose diseases of the spinal cord, 
so we find a corresponding assistance m diseases of the brain 


* 



Tig 267 — A case of Weber's s\ ndrome Left-sided para!) sis of the 
third nenc (ptosis) and a right hemiplegia resulting from a gumma at the 
crus cerebri 

stem and the rest of the central nerv ous s> stem We remember 
that the pi ramidal tracts cross at the p\ ramidal decussation in 
the medulla The motor fibers subsemng the motor cranial 
nuclei cross at much higher Ie\ els so that if we ha\e a lesion in 
the brain stem at the level of the seventh cranial nerve it will 



xetrologic diagnosis 1485 

produce a paraly sis of the faaal muscles on the side of the lesion, 
but inasmuch as the py ramidal tract decussates below this, there 
will be a hemiplegia of the opposite side of the body- These 
crossed paraly ses alwaY s mdicate a lesion of the brain stem and 
ma) mx oh e all of the motor cranial nerves, such as the twelfth, 
se\ enth, sixth, third, and so on 

Many of these crossed parah ses bear the names of clinicians 
who first disco\ ered them, but is is useless to burden y ourselves 
with their names at this point Suffice it to sav, in pointing to 
this condition, that if we have an ipsilateral parah sis of the third 
nen e and a contralateral hemiplegia due to a lesion at the crus, 
where the third nen e crosses the pyramidal tract, the condition 
is known as Weber’s syndrome (Fig 267) 

You may recall that the motor cortical representation is 
located m the precentral gyms, or rolandic area, and occupies 
a wide-spread portion of the forebram If we are confronted with 
a case in which we haY e a wide-spread paraly sis m\ ohing the 
face, arms, trunk and legs, with evidence of there being only a 
slight lesion, it would be lllogic to seek for such a lesion m the 
motor cortex It would be much more logical to search for it 
at some place where these fibers converge, and such a place is 
found in the internal capsule Here the hemiplegia may be as- 
sociated with a hemianesthesia, or a hemianopsia If we find 
a case with a hemiplegia, hemianesthesia, and hemianopsia it 
is almost certain that we are dealing with a deep-seated lesion 
ma ohing the internal capsule 

Certam so-called centers may be found m the cerebral cortex, 
centers for motion, sensation, certam parts of speech, vision 
smell, etc , and a destruction or irritation of such a part produces 
symptoms which lead to the diagnosis 

Many diseases of the brain produce, among other symptoms, 
an epilepsy or a modification of consciousness, with or without 
convulsions The aura, which is the first symptom of such an 
epilepsv, is dependent upon the part of the brain in\ol\ed 
There may be a motor or a sensory aura A motor aura consists 
of certam clonic twitchings of an extremity or a part, or a cortical 
fit, yacksoman epileps\ 
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If, therefore, we have a case in which an individual develops 
a generalized convulsion preceded b} clonic twitch ings in the 
right side of the face, we mav conclude that he is suffering from 
disease in the precentral gyrus m its lower part, affecting the 
face center 

If, on the other hand, a patient exhibiting such a convulsion 
presents as his aura a disagreeable or disgusting taste or smell, 
we are dealing with a lesion of the uncinate gyrus, and the con- 
vulsion is known as an uncinate fit 

If, preceding the convulsion, we have an aura which consists 
of x lsual hallucinations, when they are crude, consisting of flashes 
of light, it is likely that we are dealing with an occipital lobe 
lesion In such a case the hallucinations are frequently of the 
homonjmous hcnuopic character, and when examined the patient 
will be found to have a homonymous hemianopsia 

If, on the other hand, the aura consists of hallucinations 
which are integrated, such as moving men or animals, it is likely 
that we are dealing with a lesion of the temporal lobe 

The various aphasias obviously easil} point to a localization 
of their particular pathology 

You max remember that the optic nerve proceeds backward 
to the optic radiations, crossing at the optic commissure, so that 
a lesion behind the commissure affecting one optic nerv e produces 
a blindness of the corresponding hah cs of both ej es On the 
other hand, a lesion in the central part of the optic commissure 
will produce a blmdness m the temporal halves of both visual 
fields Such a lesion usuallv is due to a pituitary tumor, or a 
suprasellar cv st, or a cy Stic third v entncle 

The central nervous svstem of man is the result of the super- 
imposition ol contmuouslv newer developed parts Beginning 
with a verj low form of organism the simplest types of reflex 
movements existed and as newer reflexes were added the} in- 
hibited the older and simpler types 

Tor example, if we produce a lesion of the brain stem some- 
where about the level of the red nucleus, there arc released a 
large number of integrated movements, such as running, swim- 
ming standing which arc dependent on reflex arcs, the sensorv 
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elements of which maj be deep sensation, labyrinthine impulses, 
etc Motion as willed bj the motor cortex is associated with tone, 
which is influenced by or regulated by the older mechanisms 
found in the graj ganglia of the brain m the lenticular nucleus 
Lesions, therefore, of this area gi\ e rise to a number of motor 
disturbances, chief!} of the hyperkinetic type, which are the 



Fig 26S — A case of parkinsonian syndrome produced b> encephalitis Ieth 
argica, showing the attitude, immobile facies, and ngiditj 

released integrated mo\ ements of lower parts of the central 
nenous system So we see choreiform mo\ ements and various 
dystonias producing mi oclonic jerks as the result of striatal bod> 
disease and a certain increase of plastic tone, with or without 
tremor m diseases ot the globus palhdus producing the syn- 
drome which is recognized as Parkinson’s disease (Fig 268) 
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There remains but one more consideration As a movement 
is willed, each muscle which is contracted is held in check by an 
antagonist, so that the movements are correctly tuned, and are 
properly directed and extended Under certain conditions that 
part of the central mechanism which is concerned with the con- 
traction of antagonistic muscles, the cerebellum, is affected by dis- 
ease, and there results an inability to smoothly perform motions 



Fig 269 — A case of thrombosis of the postcro inferior cerebellar artery 
Both sides of the face Mere sprinkled with talc, which adhered only to the 
sweating side On the right side may be seen a narrow palpebral fissure, 
small pupil, and absence of sweat (Homer's syndrome) The right side of 
the face also showed a toss of all sensation There was a cerebellar ataxia on 
the right side of the body and a diminution of pain and temperature sense on 
the left side 


This gives rise to an ataxia which differs from that of locomotor 
ataxia in that there is no loss of sensation This ataxia is char- 
acterized bj dyssynergia, djsmetria, and dj stoma, and because 
of the adjacency of the vestibular nuclei which subserve the 
functions of the labyrinth the ataxia frequently is accompanied 



XETROLOGIC DIAGNOSIS 1489 

by v ertigo and ny stagmus and abnormal positions of head and 
body 

Because of the adjacency of such structures the diagnosis of 
small lesions in the bram stem is very frequently made possible 
For example, if we are confronted with a case in which we have 
a sudden onset, speaking for a vascular lesion which produces 
an analgesia of the nght side of the face, often with absence of 
sweating on that side, a right-sided cerebellar ataxia and a left- 
sided hemianalgesia, we are dealing with a lesion in the circumfer- 
ential area of the pons, which is supplied by the postero-mfenoi 
cerebellar artery 

Such a condition usually is due to a thrombosis of this artery, 
which produces a destruction of the spmal-cerebello, spino- 
thalamic tract, and the descendmg sensory root ot the fifth nerve 
(Fig 269) 

In this v ery superficial and rapid surv ey I hav e attempted 
to pomt out that with a knowledge, not particularly extensiv e, 
of the important tracts, reflex levels and centers of the central 
nervous system, one is able by r the grouping of a lew signs and 
symptoms, to accurately localize a lesion Once a lesion has been 
localized, the diagnosis is a simple matter, inasmuch as but few 
diseases produce pathology' m certain localities of the central 
nervous system 

I would, therefore, recommend to you that the method of 
learning neurology consists not m the memorizing ot pages of 
text-books, but in familiarizing oneself with certain anatomic 
and phy siologic facts, and in the exercise of ordinary logic and 
horse sense 
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DIABETES AND PREGNANCY 

Diabetes mellitus as a complication of pregnancy is in our 
experience, comparatively infrequent Sugar is found in the 
unne of pregnant women frequently enough, m the majority of 
cases the reducing substance is lactose One group will show a 
small amount ol urinary glucose, a normal blood-sugar, and with 
no real parallelism between secretion of sugar and intake of 
carbohydrate This group has received considerable attention 
in the literature for such individuals possess the syndrome char- 
acteristic of the anomaly known as “renal glycosuria ” The cases 
we are going to discuss today' are true diabetics, and each one 
wall be presented to stress certain definite points At the present 
tune the use ot insulin certainly' has made the combination of 
diabetes and pregnancy much less formidable, but, as we shall 
show , it has in no w ay T diminished the need for strict individual- 
ization and careful dietary control We still see mild types of 
diabetes in the pregnant w oman , m fact, we see women apparently 
diabetic only during pregnancy , and on the other hand, we see 
pregnancy as an intervening complication on the burden of dia- 
betes It is perhaps true that the combination of diabetes and 
pregnancy demands stricter attention to detail than uncompli- 
cated diabetes, proper orientation of the case is always an es- 
sential foundation for successful therapx 

CASE I 

Mrs E f twenti -eight y ears of age, a pnmipara, three months 
pregnant Has been feeling perfectly well until the past week, 
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when she has been passing large quantities of urine and drinking 
much water Her appetite has alwaxs been good and she has 
a decided fondness for sweets, there has been no increase in 
appetite recently For the past three or four dajs she has been 
dull and drowsy, but at the same time unable to sleep Otherwise 
her history is negatn e 

When she entered the hospital she was quite disoriented m 
her surroundings, her breath had a marked fruit} odor, the urme 
contained much glucose (3 6 per cent), and was heaxih laden 
with acetone and diacetic acid Blood sugar ISO mgm per 
100 c c 

Physical examination negative except for the pregnane} 

A diet of skimmed milk, fruit juices, and coffee for twent}- 
four hours caused a definite clinical impro\ ement m the patient 
and a diminution m the amount of acetone and diacctie acid m 
the urme In forty-eight hours the acidosis had entireh disap- 
peared, and on a diet of protein 50 gm , carboln drate 50 gm , and 
fat 75 gm the glucose disappeared from the urme m a few davs 
The patient left the hospital on a diet from which only sugar 
and heavy pastries were excluded 

This patient could not be controlled, and throughout the 
remamder of her pregnancy, it is reported, she ate about as she 
pleased, but had no further trouble and delivered a normal 
healthy baby 

This patient probabl} had a very mild diabetes which under 
ordinary circumstances gave no trouble, but which durmg her 
pregnancy suddenly flared up and under improper diet control 
de\ eloped mto a condition of acidosis which could easil} have 
become serious Relief was prompt!} obtained b\ simple regula- 
tion of diet, and though the patient was guided onl} by her own 
appetite, the remainder of her pregnancy was not again attended 
bj a recurrence of acidosis, nor did an} harm attend the fetus 
We ha\e no waj of knowing whether or not she was a real dia- 
betic Howexcr, durmg the course of her prcgnancx some insult 
(what we do not know) to her metabolic processes produced a 
temporary breakdown in the carboh} drate metabolism, with the 
resultant acidosis and threatened coma described abo\e 
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CASE n 

Our second case is that of Mrs B , tw enty-eight } ears of age 
This was her third pregnancy Both previous babies died soon 
after birth, one hi ed fortx minutes, the other, ten hours During 
both former pregnancies patient had sugar m her urine from the 
early months and persisting throughout in spite of rigid diet 
During the whole course she felt perfectly well until induction 
of first labor which was tw 0 weeks 01 erdue During this labor 
she had convulsions and 'albuminuria In the intenal between 
the second and most recent pregnane} one urinalysis showed no 
sugar 

When first seen she was four months pregnant, felt perfectl} 
well, ph\ sical examination negative There was a small amount 
of glucose in her urine Chemical anahsis of blood specimen 
rex ealed sugar content of SS mgm , non-protein nitrogen 3 1 mgm 
and uric acid 3 3 mgm Blood Wassermann was negatix e Mo- 
sen thal test for renal function was normal 

A meal high m carbohydrates increased the blood-sugar to 
138 mgm after one and a half hours, and glucose appeared in 
the unne Continuation of a full diet produced from 1 6 to 5 
gm of glucose m the unne During the fifth and sixth months 
she was allowed a general diet, excluding only nch pastnes and 
sugar, during that time the unne showed never more than a 
trace of glucose In the seventh month she ate e\ en thing with- 
out restriction, the sugar content of the unne increased to 2S 
gm in twent} -four hours, and of the blood to 143 mgm , specimen 
being taken m midaf temoon with no preliminary starx ation For 
the remainder of her pregnane} sweets were excluded from the 
diet, the sugar content of the urine ne\er exceeded 0 6 per cent 
On one occasion following a luncheon which included malted 
milk the blood-sugar rose to 157 mgm 

On account of a small pelvis dehx er} was b} cesarean section, 
with a health} bab} as a result 

This case demonstrates a mild diabetes which had been 
ngidh controlled b} strict dieting during two pregnancies, both 
of which had terminated unfax orablx , both babies were lost 
During this pregnane} the patient was treated as a xen mild 
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diabetic, kept under careful observation dieted more Iementlj, 
e\ en to disregarding an occasional trace of sugar The outcome 
was a happj one 

During the non-pregnant state this woman showed no evi- 
dence of diabetes, but pregnancy throws enough extra strain 
upon the metabolic functions to produce a mild gl\ cosuna This 
requires a slight restriction m diet rather than a rigid limitation 
It is, indeed, possible if not probable that the poor results ob- 
tained in the earlier pregnancies maj have been due to too rigid 
dietan restrictions, which ended in disturbing the dietary 
balance 

case m 

Mrs C is a patient thirty-two } ears of age, this is her fourth 
pregnane} , she has 2 living children and has had one dead letus 
at term se\ en } ears previousl} At that time she had sugar and 
albumin in the urine Attention was first directed to the gly- 
cosuria three }ears ago, when itching of genitalia prompted an 
examination of the unne There were no other symptoms of 
diabetes At that time the sugar content of the blood was 300 
mgm and the sugar in the urine seemed to a an greatl} on the 
same diet By maintaining a moderate!} strict diet she remained 
sugar free dunng the past } ear 

When first seen she w r as about four months pregnant phys- 
ical examination negative, unne heavily laden with sugar, no 
acetone bodies, and no albumin After two weeks ol limitation 
of carboh} drates the sugar in the unne disappeared the blood- 
sugar determination mealed 151 mgm per 100 c c During the 
remainder of the course, of pregnancy the gl} cosuna w as controlled 
b} dieting rather stneth , but without the use ol insulin 

Near the time of her expected termination oi pregnanev she 
suddenl} dev eloped an albummuna and hypertension Labor 
was induced and her pregnane} consummated successful!} When 
she left the hospital her diabetes was under control b\ dietaiy 
measures 

This patient represents a moderate^ se\ ere diabetes oi se\ era! 

} ears’ standing She became pregnant and the diabetes appar- 
enth became aggraxated However b\ using a careiulh con- 
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trolled dietary scheme, she a\ oided any trouble -which might 
have resulted from her diabetes She completed her pregnancy 
unharmed 

CASE IV 

Our last case is that of a rather mild diabetes which, neglected, 
de\ eloped into a serious state of acidosis and coma 

Mrs R , a woman thirty x ears of age, a pnmipara at term 
She gave a history of glycosuria durmg the early months ot her 
pregnancj , for which she dieted haphazardly for a short time, 
but for the most part was negligent both m diet and m seeking 
medical advice The urine, examined at infrequent intervals, 
sometimes contained sugar, at other times did not The most 
recent examination, some weeks previous to admission, contained 
no sugar, but did contam albumin 

She entered the hospital m a semicomatose condition, with 
xen rapid pulse, pronounced Kussmaul breathing, very sweet 
fruit} breath, diminished intra-ocular tension, and some vomiting 
She was barel} conscious, the only stimulus to which she would 
respond was thirst, and she would take fluids almost continuously 
Heart tones of the fetus could not be obtamed The urine con- 
tained between 4 and 5 per cent of sugar and showed marked 
acetone and diacetic acid reactions Blood-sugar estimation 
re\ ealed 330 mgm per 100 c c 

Treatment with insulin w as begun at once Being ignorant 
of her previous diet and having no blood-sugar determination 
lmmediatel} , fruit juices, to some of which sugar was added, 
and skimmed milk w ere freely gi\ en Insulin in doses of 15 to 
20 units was gi\ en e\ erj fifteen minutes, 70 units being gi\ en m 
the first hour, and 40 units in the second hour At the end of 
this time there began to be an improvement m the mental con- 
dition of the patient, and the dosage was set at 15 units e\ery 
three hours 

During the first tw 0 hours of insulin therapy ex er\ specimen 
of unne \ oided was examined Thereafter a specimen was ob- 
tamed and examined especial!} for acetone bodies one-half hour 
before each dose of insulin was gi\en The quantit} ol sugar 
increased, but after three hours, when 110 units of insulin had 
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been given, the acetone bodies were definitely diminished, and 
this diminution continued as the clinical condition improved 

After six hours the patient had recovered from her comatose 
state, and the acetone and diacetic acid m the urine were much 
diminished In twelve hours the acetone bodies had almost en- 
tirely disappeared and there was no clinical evidence of acidosis 
The blood-sugar was higher than previous!} — 430 mgm 

The patient went into labor and spontaneously delivered a 
macerated fetus 

Dieting plus insulin promptly eliminated sugar from the urine, 
the blood-sugar dropped to 190 mgm On the day when the pa- 
tient left the hospital, the blood contained 110 mgm per 100 c c 
This patient apparently had a real diabetes, the seriousness of 
which she had not realized, as a result she was neglected during 
her pregnancy The grave symptoms occured rather suddenly, 
whether before or after the death of the fetus we do not know 
She rapidly de\ eloped an acidosis and drifted into coma, which 
event previous to the discovery of msulm would, in all prob- 
ability, hax e terminated fatall) for her as well as her child The 
efficacj of msulm here was unquestionable, it saved the mother, 
but, of course, could not undo the damage that had already been 
done to the fetus 

These four cases illustrate ver\ well the points made at the 
beginning of this clinic Diabetes and pregnancy never can be 
grouped into a system for routine treatment, each patient re- 
quires careful diagnostic analysis and careful therapeutic plan- 
ning The presence of sugar m the urine of a pregnant woman 
should awaken the interest of the physician in diagnostic pos- 
sibilities but should not send him into an uncharted path of 
drastic therapy From a stud) of our own cases we believe that 
as much harm can result from injudicious drastic treatment in 
the mild cases as from neglecting an> of the necessary measures 
m the se\ ere cases None of the lessons learned from handling 
the non-pregnant diabetic should be forgotten, and, on the other 
hand, we ha\e to realize how frequentlj pregnancy upsets a 
normal metabolic balance A woman, perhaps fundamentally 
so constituted as to carry her usual burdens, maj , as a result of 
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pregnancj , show a definite dimmution of carbohydrate tolerance 
Such a patient will usually manage her pregnancj' with a diet 
just below her tolerance, m other words, during pregnancy she 
becomes a mild diabetic and should be so treated If, on the 
contrary, our pregnant patient is a diabetic with low tolerance, 
insuhn may be required m order for her to receive enough calories 
to supply her needs When insulin is used, it should be used with 
all the care, and all the dietary control which the experience of 
the most careful observers has shown to be necessary The 
adoption of such general principles will make the problem con- 
siderably simpler than it seems to be at present, and will lighten 
the task of treating the pregnant diabetic 
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DISABILITY, DAMAGES, OR DISEASE 

This is an industrial as well as a medical problem It is an 
inherent element in the situation of men working for other men 
Ages ago men began to ha\ e to work for other men, at first as 
sla\es or captix es of war Now the employer of labor looks 
benignly upon his force and expects the men thereof to acknowl- 
edge their indebtedness to him because he gixes them work, 
and so he cannot understand why labor acts as it does One of 
the places where flaws are certain to be found by anyone looking 
for them is in this phase of the relationship where real interest, 
such as comes only to men concerning something which is truly 
their own driving interest, would keep them at their work, but 
lack of it would allow the resentment of the injured to control 
the situation 

Examples of men suffering injury , but x et going on with what 
thex are doing, are on all sides They are so common that we 
cease to recognize them for what thex are, namely, their own 
interest ox ercoming phj sical discomfort What farmer hurting 
Ins hand m a threshing machine thereupon quits his job, claiming 
total or temporary disabihtx ? If asked whx he does not lay off 
we would expect him to sax “Whx should I? I might as well 
be doing this as anything, and anvwax , who would do it if I 
didn’t 5 ” 

"We medical men are asked to sax when a man is disabled as 
the result of an industrial accident We haxe two xaneties of 
information to lead us m our judgment — what the man tells 
and what we see for ourselxes The former consists of the his- 
tory , the latter of the examination In the taking of the history 

1-09 
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there are certain elements to which we must pa} careful attention 
The) belong as truly to the examination as do the reactions of 
cranial nerves or tendon reflexes 

First of all is the manner in which the history is gixen If 
there is any suspicion that the claim is to include a claim of 
mental disability , such disability often may be ruled out by first 
getting a more or less detailed account of the claimant’s life, long 
prior to thfe accident That is, men may give in a frank, con- 
vincing manner the details of school life, early w'orking life, 
marriage, and so forth, and y et when they come to the discussion 
of the accident, claim failure of memory , inability to recall dates, 
names, and places Such an inconsistency throw's a shadow on 
the claim that such disability depends upon physical injury to 
the bram This requires one qualification In case of severe 
mjury to the bram there may be a retrograde amnesia, followed 
by a period of unconsciousness, of failure of memory of the time 
both before and after the accident, but when a man has been 
injured and is not badly demented he can be depended upon to 
remember the details of the accident as they' have been given 
him by others By the time he comes to the consultant it is 
safe to conclude that he has been told all about the accident 
So m cases of severe mjury', m the absence of severe dementia, 
the rule is that the patient will himself tell of the retrograde 
amnesia, will comment upon it m such a way' as m itself shows 
a perfectly good mental grasp of the situation Such a grasp is, 
of course, inconsistent with the claim of failure of memory’ 

This sort of inconsistency is seen only m the very stupid, the 
laborer, for it is onh the stupid who has complete faith m the 
value of a statement That is, when a man insists upon being 
beliei ed m a statement that is inconsistent with the rest of 
his story, it is because he fails to appreciate his doctor’s 
ability to see behind the statement Children ha\e this belief 
m the value of the spoken word The wisdom of the adult is 
largely dependent upon growing out of it 

Then, there is the general manner of telling of the eients 
leadmg up to the accident, as well as the details of these e\ents 
For example, m the cases I am gomg to describe to you the 
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e\ ents leading up to the disabilit\ were reated with an expression 
of a sense of injustice and resentment that was unmistakable 
It is as true an expression of hurt feelings as the cry of the small 
boy who has been knocked down by another boy on the soft 
turf and so failed to get the ball both were running for This 
and the matter of damages are the most important elements m 
the picture It is the hurt feelings that demand satisfaction, 
and the) express themseh es in these statements ot the circum- 
stances attending the accident or the subsequent care by the 
compan) , its doctors, or the insurance company The man de- 
mands satisfaction This, of course, is a xery different thing 
from phy sical disability 

This resentment is to be seen m some cases taken from my 
records, in which I hax e tried to report to the doctor who referred 
the patient what seemed to me the essential details of the 
case 

Case I — “In 1919, after a siege of double pneumonia, P B 
had his first attack of so-called chorea This attack lasted for 
about eight months He says that the attack was brought on 
by o\ eractivity during com alescence ‘The doctor told me that 
I could get up, but he thought I would set around, instead I 
went right to work He should have told vie not to go to uork ’ 
Eight months ago there was another attack of ‘chorea' without 
any known cause One afternoon about 2 30 he was carrying 
a box ‘weighing about 100 pounds ’ He had to go down a 
flight of -very narrow stairs slipped on the top stair and shd 
down, the box on top of him At the bottom he felt chagrined 
and ‘all in,’ but picked himself up feeling as though there was 
a bum on his arm and a burning sensation on the back How e\ er, 
he earned the box across the street under his nght ami and went 
back to work He started to type, but it did not go \ ery r w ell 
He went home and had to lie that night on his stomach because 
of the burning sensation in his back The next day he saw a 
doctor who advised hot packs on the back He forked until 
about 11 o clock and then went home to apply the packs He 
was back at work at 3 00 p m The next day , Saturday , he did 
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not work, but went to the store to help others with his work 
On Mondaj he was sent to the hospital and put to bed After 
three da} s in bed he began to feel a cn nervous and 'rigid ’ 
That night he rang for the nurse and she was so bus} she couldn’t 
come The nen ousness got worse and worse, the nurse did not 
come and finally he threw a magazine on the floor to attract 
her attention The spell lasted an hour or two, at the end of 
which time he cried Since then, approximately a w r eek, he lias 
had from one to three attacks a da} 

“Examination showed a man having constant twitchings and 
jerkmgs, grimacings, and rubbing of the hands He was almost 
constant!} in motion and much of the motion was with extreme 
tenseness of muscles During the tune when the mov ements 
were most marked there would be a considerable increase m 
the rate of heart beat The facial expression during these tunes 
w r ould be one of rather marked apprehension He was in good 
flesh and had a good color The reflexes, obtamed with much 
difficult} because of the more or less constant motion, were 
normal The cranial nen es w ere normal 

“The character of tlie mo\ ements stamps them conclusiv el} 
as of functional and not organic origin There was nothing that 
indicated disease or damage to the central nervous s}stem On 
the contran , a few of the man’s statements clearh indicated the 
essentialh neurotic disposition of the individual Such as, for 
example his criticism of the doctor for allowing him to go back 
to work, his criticism of the nurse for not coming when he rang 
for her, lus effort to make me understand the nature of his ac- 
cident m telling me that the box w Inch he carried w eighed 100 
pounds, a thing not probable or consistent with the statement 
that he carried it under his right arm after the injun 

“It is ni} opinion that this man is a neurotic He has had 
three attacks similar to the present one — one follow mg pneu- 
monia one without cause, and the present one It is possible 
that the attack occurs at this particular time because of the 
accident just as an accident mav unnerve an} one However, 
such an unnerv mg should not last as it has m this case, and would 
not if the patient were not a neurotic In this sense the present 
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attack is caused by the acadent and m this sense only I 
beliex e a settlement would help to dear up the condition, and 
yet I cannot in truth say that the present condition is due merely 
to desire for a financial settlement ” 

Case II — “This morning I examined R D , colored He gave 
me the following account of his disability About six weeks ago 
while p ushin g a heavj weight his feet shpped out from under him, 
causing a hyperextension of the back He fdl to the floor with 
a sensation ot some thin g breaking loose in the small of his back 
He went immediately to the doctor’s office, but says, ‘He didn’t 
do nothing but give me some pills and a bottle oj liniment and fell 
me it’d be all right in a few days ' He then went home and to 
bed The next da) the doctor came from the Compan), but 
‘Ht didn t do nothin’, didn’t even set down, just asked me how I 
fdl ’ His own doctor came and gave him external and internal 
treatments He then stayed in bed a couple of dais and then 
got up and sat around home, reporting to the doctors at the 
Company ’s office even two da) s He is now in practicall) the 
same condition as when hurt ‘The doctors at the office and the 
special doctors they sent me to down town said that I went too long, 
sacn months without the proper treatment ‘ When pinned down 
he said the masseur made this remark, and then he said. ‘There 
wasn’t an\ one else to sax it — m) doctor said it 

“Examination xx as of a large, obese negro The cranial nerx es 
are normal station is normal As he walks he limps slightly 
on the right leg He can stand on either leg alone, though when 
he does so complains of pain ox er the lower right sacral region 
and just below the right gluteal crease Howexer, as he xxalks 
there seems to be no resistance to the normal rather abrupt fall 
of the pelxTs as it shifts from one leg to the other When asked 
to bend the back in any direction, he refuses to try , complaining 
that it causes too much pain, yet when he sat doxvn to put on 
his shoes he bent his back, flexed and rotated his thighs, in a 
manner normal for so fat a man The ankle-jerks are diminished, 
the cremasteric reflexes are diminished, otherxnse the reflexes 
showed nothing of note 
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“I give m detail certain factors in the history because I 
believe they clearly express a mental attitude on the part of 
this man which is, if not diagnostic, at least strongly suggestive 
of functional disability By ‘functional disability’ I mean dis- 
ability not dependent on organic causes I cannot say that 
there is nothing abnormal m the right sacral region, and I can- 
not say what the relationship of the accident is to am existing 
abnormality 1 ’, but from the manner of the patient it is obuous 
that he is laboring under the idea that he has been badly treated 
and desen es recompense therefor This is an attitude of mind 
almost invariably encountered m this class of mdmdual nlio is 
seeking damages As to the actual disability, I could find no 
evidence of the presence of such a disability as would remain 
stationary o\ er such a long period of time There is certainly 
nothing in the central nervous system to indicate such disability 
I am certain that the functional disability is being used with the 
hope of securing damages ” 

Case HI — “I found K E in bed clothed only in a nightgown 
She told the story' of her disability, injury, and accident in the 
voice typical of the injured and complammg woman I w as unable 
to get a description of an accident that sounded as if it had been 
a serious one About two and a half months ago she was struck 
by a hand truck pushed by a boy and squeezed between the truck 
and a post in the plant where she w T as working It was lmpos- 
„ sible to get a definite statement of unconsciousness or immediate 
disability In fact, according to her statement, she was taken 
by the foreman to a seat, left there a short time, then m a taxi 
to a doctor’s office At the time of the accident the chief com- 
plaint was of the right knee Three dajs later, howeier, it was 
of pain around the right chest, which has increased ‘more and 
more every' day ’ 

“Since the accident she has been unable to w'ork because of 
the pain in the right side 

“Examination showed nothing abnormal There were no 
abnormal sounds in the chest, no signs of pleural effusion, and 
I was unable to find any local point of tenderness such as would 
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indicate a fractured nb The complaint was rather of unbear- 
able tenderness of the entire right side of the chest The pam 
was declared to be worse whenever she attempted am move- 
ment Hois es er, when asked to take a deep breath the right side 
of the chest moved equalh with the left indicating an absence 
of injun to the physical structures of the chest wall If exercise 
did cause pain there should hax e been a lagging and failure of 
movement of the right side oi the chest m this deep breathing 

“It is mx opinion that the fact that this woman was deserted 
bx her husband plax s a part in her condition She was left with- 
out assistance and had to work to support her two boss — free 
and two This accident has perhaps precipitated a depression 
and has been followed bx a state of disability for which there is 
no physical basis It is impossible to sax what sort ot a woman 
she wras before the accident and how much she has changed since 
She made but one allusion to damages Her complaint was more 
of pam Once she said that the pam made it impossible for her 
to work and she had to work to support her children, and that 
it she could not work where was the money to come from 5 ” 

Case IV — “Yesterday I examined J J at my office He gave 
a comprehensive, detailed statement of his accident, showing 
complete retention of memory of the accident The account was 
colored b} the fact that he wished me to understand or perhaps 
better, was persuaded himself, that injustice had been done him 
For example, he stated that the foreman was domg work on a bor- 
ing machine that should have been done on a lathe, was working with 
a file instead of a chisel, and the wheel he was working on in some 
wax slipped and struck J on the forehead He stated that when 
he woke from a period of unconsciousness of about two hours 
that he was lying m the doctor s room, and upon waking cried 
As he made this statement his ex es filled with tears The da> 
following the accident he had dex eloped what he described as 
two big balls behind his right ear and one behind the left, he 
had a headache at the back of the head and through the temples, 
and said he was told by the insurance doctor that all tbs amounted 
to nothing He was then sent to a doctor on LaSalle Street — 

^ OL. 9—95 
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‘That wasn’t no doctor, he just held my head and another walked 
around me and asked me questions and said that in six or se\ cn 
weeks I’d be all right ’ 

“Since the accident if he walks fast or thinks hard it hurts 
him through the temples and through the back of the head, 
and he also has pain in the heart which prevents his sleeping 
Physical examination showed a very well-built, well-preserved 
man in the early thirties, xnth no sign of injury other than a 
small scar about an inch long above the bridge of the nose 
Howexer, his pulse-rate, taken twice during the examination, 
w as 1 20 per minute Blood-pressure, deep and superficial reflexes 
and the cranial nerves, including the optic nerves, were normal 
When I x\ as examining the pupillary reflexes I asked him to 
look at the top of the xvindoxx , xxhich demanded bending his head 
back He thereupon cringed and intimated that I had acted 
without consideration of his feelings When I attempted to 
explain the purpose of the examination and the fact that the 
reflexes and nerxes were normal, he became excited, said that I 
was no doctor, and that I didn’t know xx'hat I xxns talking about 

“Throughout the period of examination I xvas impressed with 
this man’s xindictix cness toward the circumstances leading up 
to the accident and toward the insurance company Later tins 
xx-as shoxx-n also toward me The only abnormal finding was the 
rapid pulse This could be produced by the apprehensix encss 
occasioned by the examination, and I can in no xvay sec being 
due to the accident J impressed me as a x cry unstable mdix ld- 
ual xx ho, as a child would, xxas attempting to prove his case by 
assertion and the exhibition of emotion Objcctix'c proofs of 
disabilitx were completely lacking ” 

The second factor m tlic history lias to do xxntli the seriousness 
of the injury Obxiously , if the injury' is slight, serious disability 
in the absence of complicating infection or what not, is not to 
be expected If the injury is described as sex'ere the sexenty 
is a matter to be judged by the examiner, like anything else in 
the examination For example, manx patients xxhile describing 
the accident, let us say a fall on the head, while dilating upon the 
sexenty xxill, if dircctlx questioned, speak of unconsciousness 
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as lasting an w. here up to two weeks but if the questioning is 
directed toward finding out their first memories following the 
accident such as how thex got to the doctor, what he did what 
first happened in the hospital, and so on definite statements max 
be made with a nan et} lacking all the appreciation of the fact 
that knowledge of such details rules out subsequent claims of 
unconsciousness 

For example the next case I will describe is of interest as 
indicating the prejudiced statement of the injured in which he 
attempts to demonstrate to the examiner the seventj of his 
injun 

Case V — “C B was bom of American parents, but has nex er 
been better than a laborer, and has wandered from one job to 
another, after the manner of the inefficient At one time he 
attempted to farm, but was unable to make a living even in that 
capacitx His home was as untidx as an> home I liax e e\ er 
been in It showed, in mx opinion, a lack of mentality both on 
his part and that of his wife There are 10 children, sex eral ol 
whom are old enough to haxe made it possible to haxe a decent 
home 11 the parental guidance had been there 

“B is fiftx-one years old and denies any associated or col- 
lateral evidence of inherited disease He qmt school at tweh e 
m the fourth grade, and has ne\ er made any progress up the 
economic ladder He had been working for about ten months 
for the same companx when he was injured This, he sa\s, 
was between Max 15th and 18th, between 8 and 9am, when, 
as he xvas picking up a piece of wood, he was struck bj a piece 
of wood about 12 inches long 12 wide, and 3 thick, flung about 
4 feet landing ox er the right ej e and temple He says that he 
was knocked unconscious and came to with someone grabbing 
his arm saying ‘You arc hurt awful bad, hurry up and go to a 
doctor He xvalked up the track and street about four blocks 
alone met a man coming out of a garage who directed him to a 
phx sician s office The w oman m charge exclaimed as to how badly 
he \as hurl told the doctor over the telephone how badh the patient 
uas hurt and then finallx sent him to another doctor, who also 
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said that he was hurt pretty badly and that he had better take 
something for it This the patient w ould not do because he feared 
that the doctor might take his eye out However, the doctcr 
put a couple of stitches into the wound o\er the right c\ ebrow , 
whereupon the patient left, saymg that he w as going home The 
doctor said, ‘No, >ou go back to the shop, keep in the shade and 
keep out of the sun, and then the people there wall know how 
you were hurt, and keep out of sight of outsiders ’ In answer 
to mj question as to why he said this, B replied to the effect 
that he did not know why it w’as said I might here state that 
it was obvious from B ’s manner that he washed to impress me 
wath the idea that the doctor and his employer would be inter- 
ested in hiding the extent of Ins injury There w'as no particular 
complaint except that w T hile at the doctor’s his head felt big, and 
then, when he washed to turn his head, it would cause an un- 
pleasant sensation or pain to run up the back of his neck In 
spite of these symptoms he worked dail> until Julx 11th Upon 
this date he wakened his wife at 5 A M , shaking the bed, moan- 
ing, as she says, rubbing his feet together, stiffened out, and 
jerking all over He came to in about half an hour, acted da7cd, 
and after taking some medicine which the doctor had gixen he 
slept for tw ent) -four hours Since this first spell there hax e been 
numerous spells, gradually becommg more frequent During 
the past won ter, when at work, he began to haxe a pam running 
from the head and neck into the shoulders He gives a graphic 
description of a sensation as of a coal at the site of injury in 
the forehead, wath pam running from it dowoi into the shoulders 
and neck A few da) s ago he had elc\ en teeth pulled 

"The present complaint is of three or four spells a week if 
not controlled wath luminal, no strength, xertigo, pam m the 
arms, shoulders and neck, stiffness of the hands, an inability 
to raise his arms as high as his shoulders, and inabilit) to close 
his fists 

“Examination shows normal cranial nerves, except that he 
did not confess to hearing the ticking of a watch, although he 
heard ex crx thing said to him cvenma x r cr) subdued tone The 
deep and superficial reflexes were normal The optic nerx r cs and 
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visual fields were normal He walked without difficulty He 
resisted any efforts to raise the arms to the level of the shoulders, 
to close his fists, or to sharph turn the head He complained 
some of tenderness upon pressure ever the cervical vertebrae, 
the shoulder-joints and the small joints of the hands When 
sensation was tested at first it vas difficult to say anything 
definite about it, but as the examination proceeded he gradually 
claimed a loss or diminution of sensation on the right side of the 
bod}, which loss finally became complete over an area of the 
right forehead and upper cheek, m the neighborhood of the 
injury This loss of sensation, however, was not genuine, because 
at times when I told him to sa} ‘yes’ when he felt the pm or the 
touch, and ‘no’ when he did not, he would promptly answer 
‘no’ to each touch over the supposed analgesic areas 

“From the description of the attacks I believe that this man 
has epilepsy However, that the epilepsy is due to the injur} 
I do not believe In the first place, the force of the trauma seems 
to me entirely inadequate to cause skull fracture or damage to 
underhung brain tissue I cannot for a moment believe that he 
could haie had severe cerebral shock and walk to the doctor’s 
and conduct himself immediately after the injury m the manner 
which he recites Present examination gives no indication of 
right-sided brain injury There is no suggestion m the history 
of a Jacksonian character in the fits No fit has been followed 
b} a unilateral paralysis, as would be expected if they were due 
to focal rnjun 

“On the other hand, the attitude of both the man and his 
wife seem to me the opposite of naive When I asked him to take 
his shoes off his wife interfered with his attempts, t ellin g me 
that he could not undress himself, and proceeded to do it for him 
As he assisted her he moved his hands much more than he did 
for me when I was examining the motion of the hands directly 
The sensor} loss is not anatomic I can consider it only as evi- 
dence 01 the desire to impress the examiner with the extent of 
the injun and the se\ ent} of the disabiht} 

“In mv opinion B is a man of inferior mentality who is 
ha\mg epileps} as a result of Deginmng arteriosclerosis The 
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difficult! with the shoulders is ccrfamh not as great as he tried 
to make me bchc\c, but it was bilateral and was not confined 
entirely to the shoulders, being present also m the hands I 
am much more inclined to bchexe that it is rheumatic rather 
than that it is due to any cerebral condition I cannot see that 
any of this disability is due to the injun w Inch occurred almost 
two months before he ceased work ” 

To return to the matter of unconsciousness, there is a \cr\ 
decided difference between the physician’s idea of unconscious- 
ness and that present in the mind of the lay public To the 
physician unconsciousness means coma To the lax public it 
may mean any thing, from coma to hysterical amnesia, so it is 
necessary' when the patient say's he was “unconscious” for a long 
period to have some corroboratory or opposing c\ idence, such 
as one patient saying “My wife said I wrns carrying on terrible 
and didn’t know her ’’ Another said, “The nurse told me they 
had to lia\ e help to hold me in bed ’’ This obi lousli rules out 
coma and may be a manifestation of a personaliti detect rather 
than a sign of the severity of brain trauma 

Inconsistencies m the anamnesis may' be obi ious m any ease 
where hurt feelings and a desire for recompense arc present 
This is as true of the man who really has something the matter 
with lnm as of him who has not I haic taken 60 cases from 
mi records and dmded thcm mto three classes First, those in 
whom I could find no endcnce of abnormality Second those 
m whom functional abnomiahti was present and 01 a nature 
that seemed to me to rule out a direct dependence upon the com- 
plained of accident Hurd, those m whom abnormalities of a 
physical nature are present, but obnously arc not due to the 
trauma “I here are 12 c.ises of the first class, those in winch the 
complaints are purely subjcctne, 10 in the second class tho>.e 
in which e\ ldtnces of emotional instability arc present and 1*S 
m the third, those in which signs or symptoms of disease are 
present, which, m my opinion, are not to be ascribed to trauma 
In the purcl\ subjcctne group, the eases in which in ‘•pile of 
careful examination I failed to find am evidence of physical 
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disability that could in any way be attributed to trauma in most 
of these cases I found the resentful animus toward the circum- 
stances that contributed to, or brought about the disability 
complained of In those cases I also behe\ed I could demon- 
strate circumstances that satisfied me that the patient was magni- 
fying or faking symptoms for the purpose of leading the examiner 
to form an erroneous and exaggerated opinion of the seriousness 
of the disability All three of these factors may be present in 
any one case, or only one may be made obvious m the hour that 
is usually sufficient to arme at a definite opinion as to the 
nature and extent of the disability 

Case VI — “E A , a teamster, w as thrown from his wagon 
and injured by a street car He at present is suffering from 
convulsiv e attacks which I have demonstrated to my own and 
his doctor’s satisfaction are functional I have been able to 
produce a convulsion by' suggestion and hav e been able by means 
of phy sical punishment to stop the development of a convulsion 
that had gone about one-third the way' There are no organic 
manifestations of a lesion of the central nervous system The 
patient’s attitude is typical of that seen in the traumatic neurosis 
case, namely , a protestation that he is unable to control the dis- 
ease phenomena (this on his own -volition without question of 
nunc), an attitude of a desire for satisfaction because of the suf- 
fering he has had to endure consequent to the accident 

“It is my opinion that these attacks are purely functional, 
that the case is one of traumatic neurosis, and that there are 
no organic changes in the central nervous system due to the 
accident 

“I am at present trying to bring about a cure There is 
some improv ement, but I fear he will not giv e up his disease 
until definite settlement is accomplished ” 

Case VII — “L D , m company with 3 other men, was ear- 
ning a 450-pound plate of steel when the other 3 men all 
let go the plate and the entire strain came suddenly on his right 
arm He felt as though something ‘busted loose’ in the body of 


1512 


RALPH C HA HILL 


the biceps, the elboiv was jerked, swelled, and got stiff He was 
away from his work for se\en days 'They put me back to 
work on the eighth day and about six weeks later I lost the use 
of the arm altogether ’ The imputation that the loss was due 
to being put back to work was unmistakable from the tone of 
voice ‘I was told when they put me back to work that tliej 
would give me light work, but they gave me the same hear) 
work that I had been domg My arm never was well — the 
doctors out there told me that they couldn’t do my arm no good, 
the fix it was m, I’d have to get my own doctor - He ga\ e me 
electric treatments, which do me good if I take three of them a 
week One day I -was taking thin sheets of steel My arm began 
to get weak, I reached dowm to pick up a piece of steel, and it 
went dead all of a sudden I w ent to the Company doctor He 
exammed it, gaA e me some liniment, and told me to come back 
the next day Then he massaged it with some liniment, that's 
all he done Then he’d have me come out there every other day 
and he would have five or six different doctors there to examine 
it ’ After bemg sent to another specialist he returned to the 
Company, and ‘They wanted to make a settlement with me They 
wanted to pay me for three weeks and a half in full settlement, and 
I didn’t accept it, and I haven't been back since ’ 

“At present D complains that he gets no use of his right arm, 
that it is numb up to the elbow and that he can do no work 
“Examination shows no signs of atrophy The measurements 
of the right and left arms 10 cm above and below the olecranon 
process are equal He holds the right arm slightlv flexed at 
the elbow and made no use of this arm or hand while m my 
office How e\ er, he is able to make practically all mo\ cments 
with the fingers and arm, but they are of small amplitude, \ cry' 
feeble, and very slowdy attempted Once he used normal strength 
in attempting to approximate the elbow to the chest against my 
resistance, but on the second trial he made no exertion at all 
— at one tim e he showed normal power, at another no power 
Passn e mo\ ements arc normal There is a complete analgesia 
of the right hand and forearm, the upper level typical of the 
glo\e-hke analgesia of functional disease During the testing 
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with pinpoint I used a great mam 'repeated, jabs I then led 
him to behe\ e that after testing him with electricity I was going 
to repeat the same performance with the pinpoint, but suggested 
that after the use of the electricity he would be able to fed the 
pin normally He followed the suggestion in a manner that 
showed his desire to escape further punishment From these 
reactions I believe that the dedaration of analgesia was false 

“It is my opinion that there is no organic disease of the central 
nenous system From the manner m which D told of his ac- 
cident, the emphasis that he laid on the little done for him by 
the Company’s physician, the fact that they- put him back to 
work on the eighth day, and, more especially', his feeling as he 
told of the attempt of the Company to settle, I am inclined to 
belie\ e that the continuance of the disablnty is entirety a matter 
of attempting to secure damages ” , 

The 10 cases m the second dass show signs and symptoms 
that are commonly met among the neurotics who have had no 
industrial accident Such symptoms as sweating palms and ax- 
illae, tachy cardia, slightly increased blood-pressure, and so forth, 
indicating a functional abnormality that is to be considered on 
a basis of apprehension rather than on a basis of physical injury 
to the individual The apprehension may be a frank fear, as 
it is m the ordinary neurotic, a fear that can be best expressed 
as a fear of failure For example, if a man or a woman has been 
hainng a hard tune carrying on their job, has been afraid they 
could not “make a go of it,” either because the conditions of 
labor seemed too hard, because of advanced age or because of 
other factors in their life making living already a difficulty, such 
an individual who is already apprehensive may suffer an injury 
and such injury may be seized upon as a legitimate excuse for 
giving up nhat seems to be too hard a struggle There is also 
an element of apprehension about bemg examined The blood- 
pressure at the beginning of the examination may be higher than 
at the end This represents an emotional instability in the 
individual that desen es to be taken into account if one is trying 
to understand this problem of the industrial accident 
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spinal syphilis, 3 from the residue fronj disease in mfancj , 2 are 
artcnosclcrotics, 1 lias the cord changes of anemia, 1 lias a toxic 
neuritis 1 an arthritis, 1 intestinal worms, 1 a hj perchloric dria 
of some sort into which I was not allowed to go, and 1 has an 
inguinal hernia It is of interest to look at the subjcctne s\ nip- 
toms of the cases of sy^phihs with a knowledge of the sjmptom- 
atolog} of cerebrospinal syphilis in mind The 4 cases I will 
describe to x ou bring out the point I wish to make For instance, 
in the first case an electric shock is followed b} complaint of 
cramps There is no question that electricity produces cramps, 
hence, the casual relationship is of interest In the second case 
a mule stepped on a man’s foot and caused gangrene to develop 
Such gangrene of the extremilx is seen frcqucntl) in cases of 
tabes m which there hax e been local injuries The third patient 
lajs the weakness of Ins legs to the effects of an explosion, 
and the fourth blames a slight knock on the head for a head- 
ache and subsequent blurred \ lsion that came on a few hours 
later 

Case IX. — “I liaxc examined R B , who told me of having 
an electric shock while at work Suice this experience he has 
felt partialh paralyzed m the left arm and leg and across the 
muscles of lus left chest, claims he lias had cramps in the left side, 
that he lias had abscesses in his nose and head, that his left ankle 
is stiff and that he has almost continuous headache 

“Examination showed that the right pupil was practical!} 
normal, but that the left was double the size of the right, ir- 
regular m shape, and did not respond to light, although it did 
respond to corn ergcncc There seemed to be some w cakncss of 
the right side of the face, but tins was slight The deep reflexes 
were aclne sensation was normal There was a s}stolic mur- 
mur oxer the cardiac region, most marked just to the left of 
the lower part of the sternum, namclx, m the region of the 
pulmonic v ah e 

“In x icw of these I inquired as to when lie had had a chancre, 
and was told that he acquired his infection twelve to fourteen 
} ears ago 
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“It is mx opinion that this man is suffering from the late 
effects of syphilis I cannot see any evidence that would lead 
me to suspect injury to the central nenous sjstem from any 
other source It is to be noted that there is practical!} no scar- 
ring of the left hand, with which he was supposed to ha\ e grasped 
the In e wire I would insist upon an examination of the blood 
and spinal fluid, and, exen though the reactions are negatixe, 
upon acti\ e antisyphilitic treatment ” 

Case X — “This afternoon I examined C B , who gix es the 
following account of an accident that occurred about two } ears 
ago, when a mule stepped on his foot, mashing his left great toe 
This was follow ed b} a gangrene of the toe and foot One month 
after the injurx during which tune he had been trying to con- 
tinue with his work, the toe was amputated The end of the 
first metatarsal and the overlying parts ha\ e been sore ever smce 
“It is indicate e of his mental attitude that when I asked him 
how' he managed to keep up his work while the foot wras sore, 
his answer was, ‘I was on compensation pax They allowed me 
$326 30, but the company and the insurance companj kept back 
some and I only got S1S0 30 ’ I then remarked, ‘You managed 
to keep at work pretty well,’ to which he answered, ‘Yes, but 
I suffered like e\er> thing I should haxe quit work before it 
got so bad Yes, it got x en bad ’ 

"For the past x ear it has been difficult for him to hold Ins 
water, at times some escaping He has suffered at mterxals 
from sharp pains up and down the left leg He denies x enereal 
infection, has been married for twenty x ears, and has 6 children 
“Examination shows the left pupil larger than the right, both 
are fixed to light, but react to accommodation, Arg} Jl-Robertson 
pupils The left lid droops sbghtlj There is a slight Romberg 
sign The ankle- and knee-j'erks are lost There is a loss of deep 
pam sense of the Achilles tendons, the testicles, and the ulnar 
nerx es There is a suggestion of diminished pam sense around 
the lower chest 

“It is m} opinion that B is suffering from tabes dorsalis, 
mxanabl} the result of syphilis I haxe had blood taken for a 
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Wasscrmann examination The loss of the left great toe mav be 
due to the trauma, or might be the icsult of a perforating 
ulcer I do not feel that at present I can possibh determine 
that point ” > 

Case XI. — "A few davs ago I examined J E, who stated 
that lie had been entirch well until about two and a half months 
ago, at which time there was an explosion m a slag pit, and he 
was thrown 2 s ) feet, his head cutui three places, but he managed 
to walk, out of the null and was at no time unconscious In 
the hospital lus wounds were dressed, he was in bed for a week, 
and then when he tried to rise lie found that lus legs were weak 
He had had no difficultv with the sphincters, no particular head- 
ache and no pain 

“Examination showed a marked ataxia 111 the legs and a 
stronglv positive Romberg sign The left pupil wxas sliglilh 
irregular and did not react well to light, the right pupil, though 
not strict!)’ normal, was better than the left Ankle- and knee- 
jerks were absent, as were the deep reflexes in the arms The 
right plantar w as questionable, the left normal The cremasteric 
and abdominal reflexes were normal The optic nerves showed 
a stippling of the phxsiologic cup and a grav border There was 
loss of pain sense 111 a 7onc 3 inches wide around the left chest, 
f inches around the right, there was also loss of pain sense oxer 
both lower legs Ilcaxx pressure on the Aclullcs tendons, testes, 
and ulnar nerxes was xxell borne 

“Because of these findings I was convinced that this man was 
suffering from nervous sxphihs and requested his being sent into 
the hospital, where, a week later, I did a spinnl puncture and 
found 30 cells to the cubic millimeter, a positive Nonnc rcaction- 
and both the hospital and another laboraton found a well, 
marked positix c \\ asscmiann reaction The laboratorx' reported 
tin Lange reaction of the tabetic txpc 

‘ Because of tin above mentioned findings, which remained 
present it the time of the spinal puncture and because of the 
findings m the spinal fluid it is obvious that E is suffering from 
cerebrospinal syphilis of the l ibitie tv pc He lus a lomr pig- 
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mented scar on the forehead, and one or two smaller scars over 
the occiput but I cannot see that these scars or the accident 
which occasioned them ha\ e am thing to do with disability aris- 
ing from syphilitic or tabetic changes m the spmal cord , Inas- 
much as he has had no active antisyphilitic treatment, I feel 
that this should be instituted at once and that he would probably 
be better off for a rest of a week or two m bed ” 

Case XII — “A few day s ago I examined Mr K , who gave 
me the following history of his illness A few weeks ago at 
4 15 p ir , while working for an electric company, he stooped 
over and knocked his forehead, on a wooden horse He was 
slightly dazed, but continued working until quitting time, washed 
up, and had no trouble on the street-car which took him several 
miles to his home He had supper and then left home on an 
errand When three blocks from home thing s suddenly went 
dark betore his eyes and since then his vision has been blurred 
At first he had a slight, dull headache but this lasted only a few 
days There were no other subjects e complaints 

“Examination showed a paralysis of the nght external rectus, 
the eye turned in In all other respects the examination was 
negative At my request this man was sent mto the hospital, 
where I did a lumbar puncture The spmal fluid contained 15 
cells per cubic millimeter and was positive to the Wasser- 
mann test This reaction and the number of cells confirm the 
diagnosis of syphilis of the nervous system Before the pa- 
tient left the hospital I started him on mercury and potassium 
lodid 

“It is m\ opinion that the paralysis of the ey’e muscle is due 
to syphilis and was not produced by the accident In fact, I 
believ e that the accident had nothing to do with the appearance 
of the parah sis, and that the paralysis came on when it did in 
the regular course of the disease It was impossible to be sure 
of the origin of the parah sis without the lumbar puncture ” 

The following case seems to be one of syphilis, but the ac- 
cident may be the responsible factor 
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Case xni — "Yesterdaj I examined Mrs L, who ga\e me 
the following details of her histon She is thirty-fix e } ears old 
and married first at twenty -two, her husband d\mg after file 
years. She worked in a shoe factory for five } ears, and married 
agam three years ago, but has been clerking m a store v where 
she was hurt 

“About ten months ago a man came into the store asking 
for a bar of soap This was at 8 30 a m and she had just opened 
the store The man went to the proper counter and got the soap 
and brought it to her She wTapped it up for him, but the} had 
an argument as to the price of the soap She turned to the cash 
register, wdien he struck her with something on the forehead 
She was knocked unconscious and remained so for twenty or 
twenty-fix e minutes She then crawled out to the street and 
called for help She lost much blood, was taken bx the police 
to the nearest hospital, where she remembers the doctor sewing 
up her head She was in the hospital two weeks A week after 
her return home she began having dizzy spells, m which her head 
seemed to be swimming around, and the pain ran from behind the 
right ej e to the back of the head The first spell lasted about 
half an hour, and since then she has had these spells once or 
twice a week lasting from half an hour to a couple of dajs In 
the past month she has had fix e of these attacks Any stooping 
is apt to make her dizzj She is afraid to do any work for fear 
exertion might bring on another attack 

“A few weeks after the injur} she relumed to her mother m 
another city and xxas sent to a doctor, who operated on her fore- 
head, xxhere he said he found a blood-clot She was in the hospital 
only fix e da} s 

“Examination shows normal cranial nerxes, normal station 
and gait and normal deep and superficial reflaxes There is a 
loss of sensation in the forehead aboxe a linear scar which runs 
from one side of the forehead to the other (the operation was 
performed while she xxas at her mother’s) There is a scar just 
abox e the hair line abox e the left ex e There is also a scar behind 
the left car There is a maculopapular eruption symmetrica!!} 
distributed oxer both forearms The blood-pressure is 100 
S}Stolic, 70 diastolic 
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“This patient tells a perfectly consistent story of an injury 
to the head. Nev ertheless, it seemed reasonable to have the 
blood e xamin ed because of the loir blood-pressure and the skin 
eruption The laboratory reported that examination of the blood 
revealed syphilis 

“Such dizzy spells as hlrs L complains of can be the result 
either of the injury or of syphilis Also, if they are due to syphilis, 
the injury may ha\e caused the syphilitic infection to become 
localized in the brain It would be necessan to submit the 
patient to thorough antisvphihtic treatment before one could 
say that the dizzy spells were not due to syphilis ” 

The last case I will describe is obviously one of cerebrospinal 
syphilis with no connection whatever between the injury com- 
plained of and the appearance of the symptoms Why a man 
should expect damages under those circumstances is beyond 
comprehension, but perhaps is of interest as showing the lengths 
to which men will go in their attempts to secure recompense 

Case XIV. — “This morning I examined F K at his home 
He say s that he has felt badly for about a month About five 
weeks ago he knocked his shin against a box in the dark This 
produced a swelling a few inches below the right knee and I 
belici e the skin was broken He continued to work, however, 
and was treated by his wife at home About three weeks after 
this injury he had an indefinite sense of pain in the left leg, but 
continued to work oft and on for another week or ten days One 
morning he tried to go to work, but after going a short distance 
he felt extremely dizzy, staggered, and had to return home 
Since that time he has had continuous headaches, dizziness and 
weakness, and has \ omited off and on He has had no stools 
for six days, and this morning, when he tried to drink, water 
came out through his nose 

‘Examination shows paralysis of the right fifth, sixth, and 
seventh nerves It was impossible to determine, but there 
seemed to be some difficulty with the eighth also There was 
ny stagmus looking to the right with the left ey e The tongue 
protrudes to the right There is an extreme ataxia of the left 
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arm and leg, a slight ataxia of the right The deep reflexes are 
exaggerated in the legs, with a -well-marked clonus on the left 
side The right plantar reflex is normal, the left is abolished 
The right abdominal reflex is normal, the left diminished When 
he attempts deep inspiration there is a noticeable lagging of the 
left chest The optic nerves are practically normal, at least 
there is no choked disk There is a loss of pam sense on the left 
leg and low er trunk, less marked in the left arm and chest The 
sense of passu e mo\ ement is badly affected m the left foot, less 
so m the right 

“I cannot see that the present condition is in anj way related 
to the slight injur} to the left shin There is a small abrasion 
at the site of the injury, but otherwise it seems to have healed 
normall} 

“It is mx opmion that this man is suffering from disease of 
the brain stem, which, m all probability, is of the nature of a 
new growth or tumor From the rapidit} of the development of 
the symptoms I am forced to suspect syphilis as the causatne 
factor In order to clear this pomt up it would be necessary to 
have proper laboratory examinations There are other forms of 
tumor growths that could give this clinical picture, but until 
syphilis is eliminated K should be given antisyphilitic treatment 
It is impossible for his wife to give him adequate care, and it is 
absolutely essential that he be taken to a hospital With the 
best of care, how e\ er, I w ould not be \ ery sanguine of the out- 
come ” 

The symptomatologj of these individuals who have been 
more or less se\ erel} injured, suffered therefrom for a period of 
time, and had to prove to a board of judgment that they were 
injured and disabled, is naturally largely subjective For one 
thing, a period of time sufficient to allow of more or less complete 
recoierx from such things as bruises, strains, cuts, shock, and 
so forth, has usualh elapsed since the accident With the lapse 
of time and the disappearance of actual disability, but with the 
need of proving such disabiht\ to a board of judgment the mdi- 
\ idual is dri\ en to some kind of subterfuge, or to claim some pain, 
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numbness lack of sleep, weakness, and so on, or else acknowledge 
his ability to go to work This alternate e is abhorrent because 
of the resentment felt'and unrequited, and because, at least in 
some instances of a fear lest, having experienced an accident 
which might cause permanent disability, they are returning to 
a situation in which they will be exposed to similar accidents 
There doubtless are other factors that aid in determining the 
symptomatology of these unfortunates 

In going over my records I found that the symptom most 
commonly complained of is pam This pam is usually m the 
neighborhood of the part injured Where such injury has not 
caused or resulted m deformity, pam should hate disappeared 
with the clearing up of bruises and abrasions In other words, 
m two or three w'eeks at the outside If one compares some of the 
harder bruises incurred in the college sport of football with those 
of the factory , one cannot help thinking that if the factory w'ork 
was entered into in the same spirit as a football game the bruises 
would be taken in an entirely different manner Pam in the 
head is the symptom commonly complamed of folloumg head 
injuries, that and dizziness Of course, the complainant or 
claimant wishes to have it believed that the pam m the head is 
due to some kind of injury to the bram In the majority of 
cases where such pain is complamed of there is also a claim of 
loss of memory, lack of concentration, or other mental failure, 
this by way' of backing up the idea that it is the bram that is 
injured I do not believe that one pam in a hundred in the head 
has anything to do with the mside of the skull 

The complamt of dizziness is an extremely difficult one to 
meet There is no way to prove it or to satisfactorily' test for 
it A person can claim dizziness and that is all there is to it 
How ever, if one watches such a claimant during the examination 
and sees him change position m dressing, stoopmg to put on 
shoes, and then rising without any' suggestion of discomfort, 
one has to discount such a claim Partial paralysis of the arm 
or leg is another common symptom, apparently believed m by 
the patient or at least offered by the patient as an evidence of 
disability , m the belief that some injury to the central nervous 
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system or the ner\ es can account for such disabihtx Xaturalh , 
their information docs not lead them to realise what tests there 
arc to pro\c such nenous disability The reflexes are itsuallv 
normal or are increased on both sides of the body Ihere is 
absence of typical spasticity There is failure m ty pical changes 
in gait, and so on, but perhaps the commonest pitfall of the 
claimant for damages is lus lack of knowledge of the plnsiology 
of sensation It is the easiest thing m the examination, as a 
rule, to demonstrate an anesthesia or analgesia of the legs or 
the half of the body complained of If it is apparent that the 
case is one of plain seeking of damages, it does not seem to me 
justifiable to go into a thorough sensory examination because 
inevitably' it leaxes in the patient’s nund one more thing to 
complain of Howexer, xxlicn it is necessary' to test the xahdity 
of the claim and the honestx of the claimant, it is permissible 
to make a careful sensory examination As a preliminary to 
such an examination it is easy to suggest to the patient what 
you, as the examining physician, would expect to find That is, 
just before the sensory' examination, xvlnlc still examining reflexes 
or motor power or xvhat not, the examiner can remark as much 
to himself as to the patient, “It’s the left side that is affected,” 
or the left arm or the left leg, and then when one starts the sensory 
examination it is possible to x ary' in a slight x\ ax the inflexion 
of the xoice, from xxluch the patient implies that xxhereas lie is 
expected to feel normally on the right side the left side should 
be numb Surprise may be expressed at x\ mcmg or other ex ldcnce 
of feeling m an area xxhere pain has been complained of, and so 
lead to a declaration of anesthesia or analgesia At times it may 
seem best to first go hurriedly oxer the surface of the body with- 
out asking for responses and observe xuncmg as it occurs Of 
course, one need see such wincing in the majority of cases only 
on the two sides of the bodx, and not be more exact than that 
That is, if hemiplegia is associated with sensory change, such 
sensory change would lnxolxc one-half of the body When the 
area complained of is less than one-half — an arm or a leg — w mcmg 
lrom a pinprick of the extremity is fair exidcnce ol preserved 
sensation throughout Ol course, this is not strictly true, but 
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•when such wincing is obsen r ed in such, a hurned preliminary 
evamination and later the point of the pm is borne without 
complaint and described as dull, such inconsistency invalidates 
the claim of disability at once In fact, it is the inconsistencies 
in the sensory examination that seem to me most frequently 
to show the lack of honesty in the claimant At least one may- 
say and this seems to me of prime importance, that such incon- 
sistencies demonstrate beyond the shadow of a doubt the effort 
on the part of the claimant to impress the examiner with an 
exaggerated idea of the severity of the disability The symptoms 
include everything, from convulsive attacks, real and faked, 
melancholia or plain sadness, to poor vision, deafness, nervous- 
ness impotence, and the signs of hyperchlorhy’dna 

DIAGNOSIS 

It is difficult to speak of the diagnosis in these cases after the 
manner m which diagnosis is usually handled As the two last 
classes of cases I hav e cited indicate, the injured individual may 
have sy-mptoms quite irrespective of trauma, which symptoms, 
nev ertheless, he tries to convince the world are due to trauma 
The diagnosis m this instance is similar to that m general medi- 
cine namely to what noxious element must one ascribe the dis- 
ease picture, but the chief function of diagnosis seems to me to 
lie in the discovery of the two factors already emphasized — the 
resentment agamst the company , employer, doctor, or insurance 
company that is expressed directlv or indirectly-, and the signs 
that one is justified m considering as pointing to the effort of 
the patient to impress the examiner with a false sense of the 
disability 

Cases I, II, and HI show this m different way s In Case I 
the patient stated and behev ed that the first attack was brought 
on bv his overzealous activity during convalescence “He 
should hav e told me not to go to work ” It was the fault of the 
doctor that he had his first nerv ous symptoms Also, the nurse 
delayed answering his summons, and the way in which he told 
of this expressed the suffering this delay caused him The mov e- 
ments that were the outstanding svmptoms and were complamed 
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analgesia was gixen up when he realized how much suffering it 
was going to cause him 

In Case VIII, I put harder and rougher pressure on the pa- 
tient's scalp when I w r as apparentlj examining her eve reactions 
than I did when examining the scnsitix cness of the scalp directly 
but it was only during the direct testing that she complained 
That there should be anj degree of tenderness six months after 
such an accident also seems lughly improbable The mentalh 
inferior type of the patient combined with the general attitude 
of the famih convinced the girl that she had been very badh 
injured and must be recompensed for her suffering 

In connection with Case IX I would saj, though I max be 
m error, that I have little faith in claims that disability of a 
chronic sort is caused bx electricity I think the shock either 
kills or the patient quite recox ers 

Cases X, XI, and XII are frank cases of cerebrospinal 
syphilis, and the complaints arc such as are expected m tins 
condition On the other hand, there clcarlj is no causal relation 
between having one's toe stepped on, exen bx a mule, and losing 
one’s xvatcr for a x ear To be sure, much might happen to a man 
xx’ho is thrown 20 feet bx an explosion that xxould cause him 
to lose the strength of lus legs, but xxhen that loss is associated 
xntli loss of deep reflexes throughout and xvitli changes m the 
c>e reflexes, and xxhen there is a xx ell-marked ataxia as xxcll as 
positix’e laboratorx findings, it seems to me much more reasonable 
to asenbe the loss of function to a x\ ell-recognized cause rather 
than to the accident 

Case XII showed a characteristic symptom of ncrx'ous syph- 
ilis, and the laboratorx findings w ere those of syphilis The sex cr- 
ltx of the accident certainly did not suggest it as a cause of the 
paralx sis 

Case XIII is included here smee it represents a diagnostic 
problem which onlx time and treatment could answer The 
complaint, dizzx spells, is purclj subjcctix’c The clement m the 
lustorx that smacked of exaggeration xxas the statement of the 
remoxal of the blood-clot It seemed to me that the patient 
had some idea of clot on the brain, and expected me to understand 
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that the operation had to do with such a dot From the location 
and character of the scar-on the forehead an opening into the 
skull was out of the question If the .spells ceased soon after 
intensix e antisyphihtic treatment w as started it would be reason- 
able to ascribe them to syphilis Otherwise, their nature would 
remain uncertain 

In Case XIV the patient w as suffering from sei ere disease, 
probably i ascular, of the brain stem That the disability could 
be ascribed to the t riflin g injury of a month before was obviously 
ridiculous However, this patient, in common with the other 
13, had gone seeking damages 

I told you I would talk to you about disability’, damages or 
disease This I would amplify with the statement that when 
disability threatens there has to be damages or disease If the 
injured doesn’t feel that he has been gn en proper consideration, 
personal, medical, and financial, he keeps up his disability, takes 
it to court, and tries to capitalize it He has to prove disease 
If he is of a clei er type, he wall choose symptoms such as pain 
dizziness, weakness, or loss of appetite It is difficult to prove 
their presence or absence The stupid man claims paralysis, 
blindness, or other loss of function, and falls into the trap with 
nothing but his own assertions to get him out 

Age play s an interesting part m the incidence of this condition 
If a man of forty -fi\ e or or er still in phy sical labor, suffers some 
relatn eh slight injury , but is brought to see thereby the spectre 
of physical disabilitv threatening him, such a man is more apt 
to seek damages than one who is younger His time to lay by 
something against the rainy day is short and he must take 
advantage of e\ ery opportunity 

In the remarks on symptoms I spoke of the sensory changes 
There is one reaction that I have observed repeatedly After 
jabbing the area claimed as analgesic for some time, if one touches 
the normal skin even quite lightly the patient will wince and 
otherwise o\ erreact in a manner that seems to declare that he 
has stood pain just as long as he can, and as soon as he feels 
that he can do so he expresses the discomfort he has been feeling 
so long W hen I see this reaction I feel certain of the patient’s 
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dishonesty As for tie rest, the sensor} changes are those of 
h} stena the outlines shift, the analgesia is spread o\ er an entire 
limb, stopping at axilla and pomt of shoulder, or at groin and 
great trochanter Or it may be of a finger or of a hand, or run 
just up to the km er jaw from the collar-bone, or from the crest 
of the ilium to the low est nb I hav e often noticed that pricking 
of soft tissue is well borne, whereas equal irritation o\ er bones 
— tibia' nbs, zygoma, etc — is not 

It is surprising how often one of these men will sav "No, no, 
no” as he is repeatedl} touched ov er the anesthetic area, or will 
call each tab with the pomt of the pm “dull,” and each touch 
with the head “sharp,” or wall saj "down” each tune the toe 
is mm ed up, and “up” each time it is moved down Restrictions 
of the field of vision are popular sjmptoms If the examiner 
will take the trouble to set the stage for himself he will readih 
brmg out evidences of a lack of frankness He can express 
expectations with change of the tone of v oice, evoke expression 
of loss of sections of the field, and then prov c to his own satis- 
faction that, m reality, no such loss_exists The same inconsist- 
encies exist m the other functions A man claiming partial 
hemiplegia will swing the disabled arm as he walks as no real 
hemiplegic does, or will expose use of the toes m walking — normal 
dorsal flexion as the foot strikes the floor — whereas if he is led 
to understand that free mo\ ements of the fingers and toes an 
not seen m hemiplegia, he will show an mabiht} to perform free 
movements when they are asked for 

There is an almost endless vanetv of such signs and sjmptoms, 
but the essential element behind them all seems to be the lack 
of mgenuousness — thev all show' the desire to impress the exam- 
iner with an exaggerated idea of the disabilitj This, after all, 
is the diagnostic or pathognomonic element And when it can 
be clearlj demonstrated, no matter what other elements arc also 
present, one can saj that this individual wants damages and is 
going to tiy to convince the world that he deserves them 
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THE PREVENTION OF HEART DISEASE IN CHILDHOOD 

Cardiac disease has within the last several y ears established 
itself as a definite!) important public health measure, and one 
which has recened considerable comment in the medical litera- 
ture, and more recentl) begun to ini ade the less scientific med- 
ical-journals of the layman The data thus submitted has been 
carefully obtained and analyzed, and upon renew immediately 
impresses one with the a astness of the problem before us The 
present status of our knowledge of heart disease as revealed by 
the literature can be readily summed up as follows (1) That 
heart disease is tremendousl) prevalent both in children and 
adults, (2) that the outstanding etiologic factor is rheumatism 
and the other allied diseases, such as chorea and tonsillitis, (3) 
that actual cures are rather infrequent, but progression of the 
condition can be frequentl) abated providing intelligent care 
is guen, (4) that the character and health of the cardiac muscle 
is of far greater prognostic import than is the integrity of the 
\al\es, (5) that our ultimate success lies along the lines of 
pre\ ention 

Such is the essence of the problem today , and no doubt so 
it will continue to be for some time to come It has seemed to 
me that these important points are at present quite generally 
understood b) the last majority of physicians and need no 
further emphasis On the contrary , I feel that the application 
of the abo\ e points and the actual practical approach m the hand- 
ling of cardiacs and the almost more important phase of pre\ ent- 
ing cardiac disease has been grossly neglected 

I find that almost the first question asked by interns and not 
infrequently by visiting physicians after a case has been demon- 
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strated, whether cardiac or otherwise, is, What can be done for 
it 0 Those of us dealing with large problems all too frequently 
become so engrossed m the bigger phases that we neglect to 
appreciate that the accumulation of statistics is not the all- 
important question to the man doing general practice To him 
rather is it of mterest to know of our results and how we obtain 
them What our method is m dealing with the individual case 
and why 

In view of this fact I have thought it might be both interesting 
and instructn e to show and re\iew several typical phases of 
heart disease and its prevention as they occur m a children’s 
cardiac clinic, attempting to describe our conduct m handling 
them and at the same time explaining our reasons for so doing 

Since chorea is generally' more prcv alent and rather frequently 
encountered in general practice, let us first proceed to the con- 
sideration of it 

Case I — This girl is eight y'cars old She has always been 
in good health except for occasional colds during the winter 
At the age of fiv e she had measles and the following y r ear pertus- 
sis There has never been any previous attack of chorea In 
January , 1924 the mother noticed an increased nervousness and 
sensitiveness The condition showed no improvement under 
home treatment, and she was brought to the clinic during the 
third week of her illness She had by this time become more 
inco-ordinate in her movements and was unable to feed herself 
without encountering many accidents There was twitching of 
the face and also sonic difficulty in speech The diagnosis of 
a moderatelv severe chorea was made, and admission to the 
hospital advised After a period of seven weeks complete re- 
cov ery had occurre d and she w as discharged as cured No cardiac 
involvement was found Since this time she has returned to 
the clinic at regular intervals and continues to be classified as 
a potential cardiac, but has nev er shown cv idence of heart disease 

Case II — This boy is now fourteen years old At the age 
of seven he was admitted to the hospital with his first attack 
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of chorea He remained m the ward for two months and was 
discharged as cured with nO cardiac invoh ement Occasionally 
a soft basal s\ stolic murmur was heard but was at all tunes con- 
sidered as an accidental murmur Since his first admission m 
1917 he has returned to us with’ recurrences in 1919, 1922 and 
1923 In 1920 he had his tonsils and adenoids removed During 
his third attack of chorea m 1922 a harsh s\ stolic murmur was 
discovered at the ape\, which at the present time has de\ eloped 
into a definite presystolic murmur associated with a thnll At 
no time has he had any rheumatic symptoms, nor has he ever 
been decompensated 

Case in — At the age of eight this girl was admitted to the 
ward with chorea, and after there months was discharged No 
cardiac invoh ement was present After six months of good 
health, she returned with the same symptoms, and following 
two months’ stay was sent home as cured On her third admis- 
sion two } ears later with a chorea she complained of occasional 
joint pains and showed a definite arthritis mx oh mg the right 
wrist At this time there was a sj stolic murmur of a blowing 
character at the apex, together with an accentuated second pul- 
monic sound These findings have persisted, and toda} a diag- 
nosis of mitral involvement can definiteh be made 

DISCUSSION 

In dealing with moderate!) se\ ere choreas such as are seen 
m most dispensar) services I find that when hospital facilities 
dre a\ a liable, admission is the most advisable procedure Most 
of the homes from which these childrem come are far from ade- 
equatc for the care of such patients Likewise disciphne is 
decidedlj lacking In pm ate practice one does not as a rule, 
encounter quite such obstacles to hinder progress m the treatment 
of these patients 

Complete rest, exclusion of excitement, and good wholesome 
food still stand as the most specific treatment for chorea Drup 
are still used, and the one incidental^ m use when the sxTnptoms 
begin to subside recerv es the credit, while the hxgicmc treatment 
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noted abo\e goes begging for its just reward Except m tlie 
more se\ ere tv pes of the disease I hav e been impressed more and 
more w ith the mcfficienc} of drug thernpv 

To the dispensers of Fowler’s solution I might sa\ I ha\e 
jet to *5te am marked improv cment in am case m which I have 
tried it Likewise, the use of cacodvlnte of soda has nc\cr im- 
pressed me as of anj great \alue I still feel that am glowing 
result obtained from the use of either of these arsenical prepara- 
tions is in direct proportion to the above hygienic treatment 
prescribed 

On the basis that chorea is a rheumatic manifestation, the 
salic) lates ha\ c been frequent!} recommended Whether the} 
ha\ c a direct effect upon the in\ admg organisms is still a question, 
but certain!} in rheumatism we see definite clinical improv cment 
In chorea I ha\c felt that the sahev lates when administered 
m sufficient!} large doses have gi\en me the most gratifving 
results, and, m consequence, I ha\c resorted to them more and 
more 

I ln\e been using acct\ Isalicv lie acid in preference to sali- 
cv lie acid because it appears that larger doses can be go cn with 
less gastric disturbance In children of eight } cars or older 15 
to 20 grains can be given even four hours I hn\e occasional 
given as high as 120 grams m twentv-four hours without observ- 
ing am ill eft cats though I feel that 75 grains arc sufficient to 
produce results Personal!} I am convinced that more uniform 
results arc obtained with this medication than with any other 
In the most severe cases draw -sheets, both for the body and 
extremities, and at the same time luminal in doses of ? to 1 
gram three times a dav should be emplovcd Both these 
measures enforce rest and thus fulfil the requirements of the 
Ingicnic treatment 

Before I leave the subject of chorea I want to call vour 
attention to these 3 children whom I have just shown, because 
I feel that the} illustrate a classification winch I find of value 
in determining the chances of subsequent cardiac involvcnunt 
1'irsl 1 fie child who has onlv had one attack of chorea 
uncomplicated with am rluunntic s\mptoms This child 
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almost mvanably escapes heart involvement If the parents 
are properly instructed as to the early symptoms of chorea, 
subsequent attacks can be averted and heart disease prevented 
Second The child who has had frequent attacks of chorea 
The likelihood of cardiac involvement increases with each 
repeated attack of the disease For this reason direct your 
efforts alwavs to preventing recurrences 

The third group is one over which you may have little direct 
influence Here is included the chorea complicated with defi- 
nite rheumatic symptoms, and in whom subsequent cardiac 
involvement is, with few exceptions, the result Our efforts 
here must again be directed toward the prevention of recurrence 
of either condition, thus enabling the heart to return as nearly 
to normal as possible Though I have not enough evidence at 
hand to quote statistics, I am convinced that this child, though 
presenting ev erj evidence that the heart) has been involved, 
may show in time neither sign nor symptom of heart disease 
The process here may have been merely a mild inflammatory 
one without destruction or the formation of vegetations, and 
time and freedom from repeated infection have restored the valves 
and mvocardium to at least clinical normalcy 

A recent study of the chorea cases on my sendee shows that 
about one-third of the children eventually show some degree of 
heart disease In actual figures the above groups can well be 
illustrated 

Report of 161 Cases of Chorea 
Without heart involvement 109 

With heart involvement 52, or 32 per cent. 

Of tho'c with heart involvement there ha« been 


Associated rheumatism 

26 

Frequent chorea 

16 

Frequent tonsillitis 

10 


This latter group forms a verv definite one and introduces 
an etiologic facter in heart disease which must be considered 
senoush In manv cases frequent tonsillitis is the onh factor 
in the histon to which heart disease can be attributed, and when 
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added to it is the presence of a chorea, m\ol\ement of the heart 
should be anticipated 

Passing now to a consideration of rheumatic fci er, it might 
be well to consider, first, one of the determining ctiologic factors 
which lends great encouragement to the problem of heart disease 
from the standpoint of prevention Evidence indicates as does 
a perusal of our files of pm ate patients that rheumatic conditions 
are much less prevalent among the children of the well-to-do 
and those of more moderate circumstances than among the 
lower classes, both financial and intellectual If we saw as much 
rheumatism and the subsequent cardiac involvement in private 
practice as we do in a dispensary of this type the incidence of 
heart disease m children would be markedly increased No 
doubt there are several explanations for this discrepancy, but 
it seems to me it can be explamed chiefly upon environmental 
influences both from a hygienic point of view and also from the 
fact that indispositions of childhood receive more prompt atten- 
tion among the better class of parents 

This observation carried with it an cxtrcmclj important 
point and one giving us a practical approach to our problem of 
heart disease prevention It illustrates rather conclusively that 
efforts directed toward prevention are feasible If healthful 
surroundings and indulgent care can keep our pnv ate practice 
surprisingly free of rheumatic cases, then surelv the same 
measures instituted among the less fortunate classes will do 
likewise 

Regarding the symptoms of rheumatism m childhood there 
is only one point I wish to emphasize The disease rarely mani- 
fests itself with the same degree of seventy as it appears in the 
adult Pam is present and not infrequently temperature, but 
the tender inflamed local signs are generally lacking Likewise 
the articular form is not always present Muscular pains of a 
mild vanctv, and usually considered casually as “growing pains," 
are not to be ignored Until jou have definitely explained a 
joint or muscle pain m a child as bung other than rheumatic/ 
in origin, consider it as such and treat the child accord- 
ing Iv 



THE PREVENTION OF HEART DISEASE IN CHILDHOOD 1 53 7 


Rather than take time to show you rheumatic cases, let me 
renew some of the points which should be of special interest 
Man}' of the children a dmi tted will present a cardiac murmur 
which m the presence of the rheumatic symptoms prompt } ou 
to diagnose early cardiac involvement This is rather an er- 
roneous conclusion to draw, because in any acute infection with 
temperature in children such apical systolic murmurs can be 
heard Real damage takes time to develop and these murmurs 
are due, rather, to muscular relaxation They may indicate 
an invasion of the m} ocardium, but man} of them are of a transi- 
tor} nature, and with the subsiding symptoms disappear 

In a sun e} of the rheumatic cases on m} cardiac list at present 
I find 82 cases These do not include the ones still under treat- 
ment in the ward Of the 82 children, there are 63, or 76 per cent , 
who show definite cardiac invohement The damage varies 
from the mildest type to the most severe The degree of cardiac 
damage is m direct proportion to the seventy of the rheumatic 
conditions which preceded it Thus, in the presence of rheumatic 
nodules, which invariably indicate a very extensive invasion, 
we anticipate, in consequence, an extensive carditis 

The treatment of rheumatism is quite generall} known, but 
the ngidity with which it should be enforced is not fully ap- 
preciated In the milder types I believ e that the child, whether 
cardiac invoh ement be present or not, should be kept in bed for 
two weeks after the acute phase has subsided In the more 
severe cases this should be extended Because the pain and 
temperature have disappeared, let us not conclude that the 
infection is no longer present I feel convinced that earl} activ ity 
following an acute rheumatic mfection man} times results in the 
subsequent cardiac damage which might otherwise have been 
av oided 

Rheumatism, like chorea, is subject to recurrences, and it 
is especiall} important to constantly emphasize this fact to 
the parents Each recurrence adds to the likelihood of cardiac 
mvolvenemt If it is not ahead} present, and though we may 
not hav e had an opportunity to prev ent the first attack, w e do 
cam the responsibility of preventing subsequent attacks 

VOI_5— <} 7 
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This brings up tlic question as to tonsillectomy, which at 
present is still a debated one, and probably will never be decided 
to tlic satisfaction of all Removal of the tonsils is not a panacea, 
and if you approach the subject until that attitude, disappoint- 
ment will be forthcoming 

It has always seemed to me that m childhood the nose and 
throat are the center from which most infectious processes ha\c 
their inception The common cold, or at least the signs and 
symptoms of tins nature, precede most every condition we meet 
This is almost invariably true m rheumatism and fairly frequent 
in chorea If by the removal of these foci vc can eliminate at 
least a proportion of these upper respirator} infections, some- 
thing has been accomplished Theorcticallv tins sounds rational, 
and c\ en though clinically the evidence is not alwa\ s gratif) ing, 
I feel that the procedure is justifiable 

Finallv, just a few words about the care of the child with 
established heart disease The degree of damage may be csti 
mated bj the character of tlic heart tones and bv the adventitous 
sounds produced, but of almost greater importance is an estimate 
of the functional capacit) of that heart More valuable infor- 
mation is obtained from a stud} of what tlic heart can do than 
from the sounds it may produce The symptoms offer a better 
estimate of the heart’s functional capacity than do the signs 
unless those signs gi\c special evidence of myocardial mvolvc- 
mcnl 

Thus our efforts should be directed toward the conservation 
of the mj ocardium, with the object at the same time of increasing 
its resistance and its cflicicncv 

First therefore, we must conserve it from extensive invasion 
during the acute infectious phase by the enforcement of rest 
until these acute svmptoms have subsided During this period, 
also, even means should be cmplovcd of increasing the general 
resistance and nutrition of the patient making at the same time 
the attempt to eliminate the original source of the infection, 
thus endeav onng to prev ent recurrences Whether tonsillectomy 
prevents rheumatism or not no conclusive evidence has been 
produced but chnicallv I feel inclined to believe that tonsillec 
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tomy does lessen the frequency of additional cardiac trouble 
after lesions have once been discovered 

Our second efforts should aim at establishing again a cardiac 
muscle as nearly normal as possible, -with as wide a power of 
reserve as it will permit The first measure will increase its 
resistance against further invasion, while the second will protect 
against decompensation should subsequent invasion take 
place 

Exercise and normal play are today considered essential in 
the treatment of heart conditions, and through their intelligent 
use is increased the health and tonicity of the myocardium 
Certain restrictions and limitations are, of course, necessary, and, 
in general, those activities involving competition and tests of 
endurance The extent to which exercise is indulged in must be 
regulated entirely b) a close study of its effect upon the individual 
heart m question Cardiac decompensation as seen in children 
is rareh due to exercise, providing the acute infection has 
subsided Exercise when properly supervised is m itself a most 
valuable adjunct to the proper care of a cardiac patient 

The third factor to be considered, as m the previous conditions 
mentioned is to direct an unceasing fight against additional 
infection Prevent fatigue bv establishing a normal routme of 
rest and relaxation such as even a normal health) child needs 
during that period when growth and development are at their 
heght 

Likewise establish an appetite, not with tomes, but through 
education and habit Most of the poor eaters I see in practice 
are poorly disciplined children The desire to eat in a child is 
as normal a function as the desire to urinate but too often is 
permitted to become distorted and perverted by ovenndulgent 
parents 

Finallv, but onlv with the support of the above, we must 
endeavor to eliminate the most common and at the same time 
the most important of all human ailments — the common cold 
In it he all the potentialities of most of the serious medical 
conditions observ ed in childhood Insignificant as it maj be in 
the normal child at most times to the child with a cardiac lesion 
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it is alw aj s a dangerous menace Almost without exception the 
cases of decompensation seen in cardiac children occur as the 
end-result of one of these generally considered benign nose and 
throat colds If, howe\ er, your resistance has been increased, 
together with a constantly impro\mg myocardium, progression 
of the cardiac condition can be averted and a useful life assured 
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CASES ILLUSTRATING THE SYMPTOMATOLOGY OF 
BRAIN-STEM LESIONS AND OF CHRONIC SUBDURAL 
HEMORRHAGE 

Case I Amyotrophic Lateral Sclerosis 
Case II Occlusion of the Postero-infenor Cerebellar Artery 
Case m Tumor of the Cerebellopontine Angle Arising from the 
Auditory Nerve 

Case IV Compression Tardive (Pachymeningitis Hsemorrhagica 
Interna or Chrome Subdural Hemorrhage). 

The recognition of the nature and location of morbid proc- 
esses in the central ner\ ous s\ stem is of the greatest importance 
As a truism this statement needs no support The following 
cases, therefore, have been chosen for presentation because they 
illustrate various aspects of interest to internists, neurologists, 
and surgeons 

CASE I AMYOTROPHIC LATERAL SCLEROSIS 

The patient, M R , a white woman, aged fifty-nine years, 
referred by Dr Thomas G Jones, dates her present illness from 
an injury sustained sixteen months ago In March, 1924 she 
fell and struck the right breast There was discoloration, swell- 
ing, and pain After the signs of local injury had subsided she 
noticed that she became fatigued easily In September she began 
to ha\e pam m the right thumb A short time thereafter she 
was experiencing pam in the entire hand Within two months 
the nght elbow and shoulder were involv ed The pam, especiallj 
that in the shoulder, was described as being \ ery severe and 
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aggraxated by motion Associated with the pain there was a 
gradually increasing weakness of the hand, arm, and shoulder 
As the muscular weakness increased, stiffness of the muscles and 
fixation of the joints increased pan passu When fixation of the 
joints had become complete the pain disappeared In -\pnl, 
1925 she consulted a neurologist, who had her admitted to a 
hospital for study The history and progress notes made at 
that time have been placed at my disposal It is recorded that 
the general medical examination w as negatix e Laboratory tests 
contributed little The impression was that of a brachial 
neuritis There was atrophy of the right hand arm, and fore- 
arm The hand w as cold and cy anotic and it is recorded that 
sensation to both touch and pain in the distribution of the right 
ulnar nerve was reduced No evidence of disease of the central 
nenous system was found, unless a statement that there was 
spasticity' of both arms can be regarded as such That the 
process was bilateral is borne out by the present phy sical findings 
The sex ere pain, muscular atrophy, and sensory diminution in 
the distribution of a peripheral nerve formed the basis for the 
diagnosis of brachial neuntis It is of interest to recall that the 
pain did not uixohe the entire extremity' at any one time It 
began in the most distal segments and ascended to the forearm, 
arm, and shoulder during a period of two months, and xxas first 
experienced six months after the injury to the right breast No 
loci of infection were found nor were there any exidences of 
intoxication It is extremely doubtful xxhether an injury limited 
to the mammary gland could be responsible for a brachial 
neuritis in the absence of a history of pre-existent infection or 
intoxication In any exent, the diagnosis of neuntis, in die 
limited sense m which the word is ordinarily used in referring 
to a purely penpheral disease of the nervous system, is no longer 
applicable to this case At the present time there is no complaint 
of spontaneous pain, but pain can be produced by attempting 
to mox'e the ngidly fixed shoulder It is cxndent that this is 
caused by efforts to ox ercome the contractures, and is similar to 
the pain cxpcncnced by’ patients on first trying to use an extrem- 
ity which has been immobilized for weeks or months 
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Physical Examination (July 15, 1925). — The general appear- 
ance of the patient is pathetic in the extreme She is much under- 
weight, due very largely to difficulty in swallowing Food ac- 
cumulates between the gums and cheeks and cannot be dislodged 
by the tongue Liquids mduce attacks of coughing and are 
often regurgitated through the nose She has difficulty in swal- 
lowing saliva The face lacks expression, the mouth is kept 
partly open There is constant fibrillary trembling of the 
orbicular muscles The tongue is protruded only as far as the 
margin of the bps, it remains centrally placed and cannot be 
mo\ ed to either side, it is reduced in volume and has a flabby 
appearance Speech is almost unintelligible e\ en to her son and 
attendants It can best be imitated by attempting to speak 
without using the tongue Hearing, vision ocular and jaw 
mo\ ements, and facial sensation are perfectly normal The only 
cranial nerves inxolved are those supplying the tongue, lips, 
pharynx, and larynx, giving rise to the so-called glossolabio- 
larvngeal paralysis or bulbar palsy Mentally and emotionally 
the patient is quite normal There is ad\anced atrophy of the 
entire nght arm and a lesser degree of atrophy of the left arm 
Associated with this pronounced atrophy there is a muscular 
hypertoniaty as evidenced by the rigidly fixed positron and the 
greatly exaggerated tendon reflexes The lower extremities show 
no signs of atrophy, but muscular hypertoniaty is evident. 
The knee- and ankle-jerks are exaggerated there is definite 
left ankle-clonus and a suggestion of ankle-clonus on the nght 
Passive movement and walking further confirm the finding of 
spastraty The superfiaal abdominal reflexes are present, but 
are obtained onlj with difficulty after lepeated tnals There is 
normal plantar flexion on the right side On the left there is 
a typical Babinski sign Vesical and rectal control is not un- 
paired Pam, tactile and vibration sensibility of the entire body 
is normal There is no evidence of ataxia of the lower extremities 
Rigidity prei ents testing of the upper extremities 

The findings are exclusn ely in the sphere of motor control 
and indicate in\ oh ement of both the upper and lower motor neu- 
rons The extrapyramidal tracts apparently ha\ e been spared 
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Discussion — Atrophy without sensor}' loss excludes disease 
of the peripheral nerves and indicates a lesion involving the 
anterior horn cells of the cord and the motor nuclei of the medulla 
Were these the only cells affected the atrophy would be associated 
with loss of muscle tone and decreased or absent reflexes in the 
muscular distribution of the diseased cord segments Such are 
the findings in anterior poliomyelitis, in which groups of muscles 
maj be paralyzed In this disease contractures occur, but the 
contractures are due to the unopposed action of health} muscles 
Here, the atrophy indicating imolvement of the lower motor 
neuron with its specialized function of ldiodynamlc control of 
the muscles is associated with hypertonicity of the paralyzed 
muscles, with exaggerated tendon reflexes throughout, with 
ankle-clonus with decreased abdominal reflexes, and a typical 
Babmski sign indicating m\ olx ement of the upper motor neuron 
Retention of pain sensibility m the atrophied area excludes 
syringom} elia The absence of nystagmus, disk changes and 
tremor excludes multiple sclerosis The hypertonicity excludes 
chrome anterior pohom} clitis The association of atrophy, hy- 
pertonicity, bulbar palsy and retention of all forms of sensation 
characterizes a rare, progressn e, and fatal disease The diagno- 
sis is am} otrophic lateral sclerosis The advanced bulbar palsy 
indicates an earl} fatal termination The most probable cause 
of death in this stage of the disease is aspiration pneumonia 

CASE H OCCLUSION OF THE POSTERO-INFERIOR CEREBELLAR 

ARTERY 

The patient a white man, aged forty years, a physician 
engaged in general practice, is referred for diagnosis by Dr J 
A Brown 

He complains of inability to contiol the mo\ r enicnts of his 
right leg The onset of this disability began acutel} three w eeks 
ago, and w as accompanied b} other symptoms which are described 
\ei} cleirl} by the patient 

He has had unusuall} good health He recalls one illness a 
few }cars ago lasting six weeks, which was diagnosed as acute 
rheumatic fe\ cr \t that time he had pain m the ankles, fingers 
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and wnsts, but there was little if any fe\ er and no sweating He 
attributes the illness to a streptococcic infection, although he 
did not^have a sore throat, nor was there any cardiac complication 
or anemia This illness may have been acute rheumatic fever 
e\en though it lacked some of the characteristic features of that 
disease, but there is a possibility that it was a metabolic disturb- 
ance of some kind like an atypical attack of gout The patient 
is married and has 2 healthy children Venereal disease by name 
and symptoms is denied His habits are fair, he smokes cigar- 
rettes and uses alcoholic liquors m moderation He is not subject 
to headaches, vertigo, dypsnea 

On two occasions, about four weeks ago, he had pain m the 
right eye which lasted a few seconds One week later, just after 
breakfast, as he was about to start on his professional rounds, 
he had a stroke of mtense neuralgic pam behind the nght eye 
Simultaneously he became very dizzy and felt as though he was 
falling to the right There was a sensation of choking, as though 
there was an obstruction m the larynx The vertigo was not 
associated with tinnitus and there was no disturbance of vision 
While lying m bed •vertigo was not present, but it returned 
immediately on raising his head The symptoms of pam, \ er- 
tigo, and choking were followed by numbness of the nght side 
of the face Ex aminin g his face m a mirror, he obserx ed that the 
nght 'pupil was smaller than the left and that the palpebral 
aperture was narrowed About two hours after the onset of 
symptoms he vomited for the first time Vomiting recurred 
several times the first day, but not thereafter He was mentally 
quite clear, but felt xery drowsy He next noticed that over 
a limited area of the left side he was unable to appreciate the 
temperature of the wrnter wnth which he was being bathed 
Touch sensibility seemed to be perfectly normal in this area, 
but on pulling out hairs he did not experience pam By this 
means he was able to map out an area of analgesia on the left 
side, beginnmg at the costal margin, including the abdomen, 
lumbar region, buttocks, scrotum, and leg About the time he 
detected analgesia of the left leg he experienced difficulty m 
controlling the right leg On drawing the leg up m bed it would 
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im anably fall into a position of abduction and external rotation 
He icmamcd in bed for ten days Vertigo on raising the head 
gradually became less sex ere and finally ceased, the numbness 
of the face and analgesia of the left leg disappeared but the 
gross clumsiness of the right leg remained, so that the use of 
a cane was necessary m walking 

Physical Examination Three Weeks After Onset of Symp- 
toms — The patient docs not appear to be acutely ill He is 
up and about, has a normal pulse and respiratory' rate Tem- 
perature normal Systolic blood-piessure 195, diastolic pressure 
100 Aortic second sound accentuated Urine normal Was- 
sermann test on the blood negative Spinal fluid not examined 
There is scarcely' a detectable weakness of the right side of 
the face, 1 c , the palpebral aperture is slightly narrower than the 
left and the angle of the mouth droops The nght pupil is smaller 
than the left, but both are regular m outline and react promptly 
to light and accommodation Function of the external ocular 
muscles is normal Using the Maddox rod, there is perfect fusion 
of images Nystagmus is not induced by changing the position 
of the head The visual fields tested roughly by the moxing 
finger method are normal in shape and size The media are clear 
and the xxssels and disks normal Jaw' moxements are normal 
and there is no disturbance in the facial innervation Hearing 
of the spoken and w hispered voice is normally acute Bone and air 
conduction tested with a Cl tuning-fork gix'es normal reactions 
Phaiyngeal reflexes arc normal 1 ongue is protruded in the me- 
dian line without tremor Test sentences are repealed without 
error and spontaneous speech is normal Barany tests not made 
Motor System — Flexion and extension of the forearm and 
grasp of the nght hand are slightly diminished Rapid promtion 
and supination of the hands are performed without difficulty' 
Tests for spontaneous past-pointing arc negative There is no 
tremor, astercognosis, nor rebound phenomenon, wntmg is nor- 
mal The nght low cr extremity show s a slight degree of w eakness 
w hen compared w itli the left Tests for ataxia are w ell performed 
The automatic movement of walking, however, demonstrates 
difficulty m controlling the mov ements of the right leg The leg 
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is thrown outward and forward The asynergy is not increased 
by closing the eyes 

Reflexes — The tendon reflexes are brisk and equal The 
superficial abdominal and cremaster reflexes are present and equal, 
Gordon, Oppenheim, Chaddock, and Babmski signs are absent 

Setisalton — Sensibility of the face, trunk, and extremities 
tested with a wisp of cotton for tactile sense, and with a pm for 
pain sense is normal Vibration sense and muscle and joint 
sense are normal 


loss of all typos of sensibility 
although tactile cay be spare 
Kystagare 
Horner 1 s ayndrero 
'Lerycgoplegit 


Heniasraergia 
T_tb vertigo and 
falling to the right 
~ easnees 
Horr.nl sensation 
Organic reflexes 
censal. 



Loss of cam end te-paratv-e 
seise Tace spared 
Tactile and deep seisinlity 
aortal. 


N. 


Fig 270 — The tvpical clinical findings in occlusion of the postero-infenor 

cerebellar arterj 


Discussion — Cases I and II had this feature in common, 
the morbid processes mi ol\ ed the medulla m both In one, the 
pathologic process was slowly progressive, involving only the 
motor nuclei In the other the onset was acute the symptoms 
alarming, and motor and sensor}’ tracts were involved m a most 
bizarre manner It is evident that the pathologic conditions 
were entirely different, the one was degeneration the other, 
unquestionably, a vascular accident Were the symptoms in 
Case II due to embolism, thrombosis hemorrhage or the pressure 
of an aneurysm 5 The existence of hypertension suggests the 
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possibility of hemorrhage There was no evidence of cardiac 
disease, and, therefore embolism is a remote possibility The 
postero-infenor cerebellar artery supplies the area imohed 
Occlusion of this vessel gi\ es rise to a % ery characteristic group 
of symptoms subject to some variation, depending on the 
degree of occlusion The typical clinical findings of complete 
occlusion are illustrated m Fig 270 

The postero-infenor cerebellar artery is the largest branch 
of the v ertebral It anses a short distance below the pons, 
and passes obliquely backward around the lateral surface of the 
medulla, which it supplies by small brandies The deeper 
central and the ventral parts of the medulla are supplied by 
branches of the antenor spinal artery The mesial fillet and the 
pyramids, therefore, escape injury in ocdusion of the posterior 
mfenor cerebellar artery The structures most frequently in- 
volved are The formatio reticulans, the descending sensory 
root of the trigeminus, the nucleus ambiguus which gives nse 
to important fibers of the vagus, the glossopharyngeal nudeus, 
the spinocerebellar tracts, the \estibular nudei, the inferior 
cerebellar pedunde, and the spinothalamic tract The majonty 
of these structures are placed superficially on the lateral aspect 
of the medulla (Tig 271) If deeper and more centrally placed 
structures, such as the mesial fillet, the hypoglossal nucleus, or 
the pyramids are also involved, or if pontine symptoms exist, 
occlusion of the v ertebral artery is indicated Ocdusion of the 
vertebral is, therefore, indicated by involvement of structures 
m addition to those imohed in occlusion of the postero-infenor 
cerebellar artery 

In the case under discussion the sudden severe pam belund 
the right ey e indicates an lrritativ e lesion of fibers in the sensory 
root of the tngemmus nen e The course of these fibers is indi- 
cated in Tig 272 The numbness also indicates interference 
with the function of these fibers 

The complaint of laryngeal obstruction indicates invoh emcnt 
of one of the nuclei of the vagus — the nucleus ambiguus The 
dorsal nucleus of the v agus w hich controls cardiac, respiratory , 
and gastro-mtestmal activity, was not affected 
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The "vertigo indicates in\ oh ement of the vestibular nuclei 
The loss of pam and temperature sense of the lower part of the 



left side of the bodj mdicates m\ oh ement of the most superficial 
fibers of the spinothalamic tract This tract is also called the 
spinal fillet because the sensory fibers which enter into its forma- 
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tion decussate almost immediately after entering the spinal cord 
In the typical syndrome following occlusion of the postero- 
mferior cerebellar arteiy deep sensibility is not impaired because 
the fibers com eying this type of sensation ascend in the postenor 
columns to the nuclei of Goll and Burdach m the medulla 



of the trigemini! ncr\i 

Trom these nuclei fibers arise that decussate in the mesial fillet 
which reccncs its blood-supply from the anterior spinal artery 
The asj nergy of the right leg is attributed to ini olvement of 
the spinocerebellar tracts 

The mjosis, narrowed palpebral aperture, and drooping of 
the angle of the mouth constitute an incomplete Homer's syn- 
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drome ■which is attributed to involvement of the central con- 
nections of the sympathetic system Homer’s syndrome does 
not always indicate central disease, it is often caused by injuries 
to the sympathetic tr unk or ganglia m the neck from stab or 
bullet wounds or as a result of pressure from tumors or goiters 

Unilateral irritation of the sympathetic nerves m the neck 
causes homolateral symptoms consisting of dilatation of the pupil, 
exophthalmos, widening of the palpebral aperture, and sweating 
of the face 

Compared with the ’frequency of vascular accidents m other 
parts of the central nervous system, occlusion of the postero- 
mfenor cerebellar artery is a rare occurrence, G W Robinson, 
reporting a case m 1913, collected 28 cases from the literature 
Smce then additional reports have appeared by Hall, Hausman, 
Hammes Fisher, Gillis, Anderson, and one or two others As 
already stated, the symptoms vary with the degree of medullary 
involvement, but vertigo, facial anesthesia, asynergy, and some 
degree of contralateral analgesia and thermo-anesthesia are es- 
sential for a diagnosis In only a few of the cases were the symp- 
toms ushered m by neuralgic trifacial pam Wallenberg’s case 
had pam m the left eye at the beginning of the symptom complex. 
Thomas’ case also had initial pam Often the vertigo is increased 
by movement and decreases or disappears while the patient is 
lying m bed Barany tests hav e been recorded in the cases of 
Hall and Fisher It is surprising to note how many of the reported 
cases hav e recovered, so that the extent of the medullary damage 
could not be determined Those interested m the pathology 
will find the article by Spiller particularly helpful 
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CASE 3U TUMOR OF THE CEREBELLOPONTINE ANGLE ARISING 
FROM THE AUDITORY NERVE 

Vertigo is an extremely common symptom caused by a great 
x anety of conditions It may be the result of a vascular accident 
m the medulla It may also be caused by a simple arteriosclerosis 
without evidence of hemorrhage, thrombosis, or embolism It 
occurs in toxic states of both exogenous and endogenous ongm 
It may be a symptom of anemia or of polycythemia, of aortic 
insufficiency, of degenerative nerxous diseases, of otitic disease, 
and of tumor of the brain It is commonly seen m pregnane) 
as a prodrome of epilepsy and as the result of paralysis of ocular 
muscles There are many very’ normal people who arc unable 
to ride any considerable distance on a street car or train because 
of vertigo The stewards on lake and ocean steamers are well 
awrarc of the case with which unusual stimuli may upset man's 
equihbratory apparatus Vertigo should be differentiated from 
mere faintness Patients very frequently state that they have 
attacks of dizziness when what they mean is that they feel faint 
The following history illustrates the occurrence of vertigo in a 
case of tumor of the acoustic nerv e 

A P , a white woman, aged thirty-eight years, referred for 
diagnosis by Dr W S Boughcr 

History — In August, 1921, while in the yard hanging up 
clothes, she experienced her first attack of vertigo and of spasm 
of the left side of the face, which lasted three or four minutes 
During the period of vertigo external objects seemed to rotate 
from left to right Immediately following the attack of vertigo 
she fell asleep and slept for about thirty minutes On awaking 
she resumed her work and was not conscious of any unusual 
sensations Prior to this she had been in good health 

August 18, 1921 she became pregnant for the third time In 
two previous pregnancies she had vomited during the first three 
months, but in this pregnancy she vomited throughout the entire 
period of gestation She did not suffer from either vertigo or 
facial hemispasm, although nausea and vomiting were so an- 
no) ing Pregnancy terminated normally May 23, 1922, although 
for some weeks there had been albuminuria and hypertension 
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On July 3d her systolic pressure was 200, on July 15th, 185, 
on July 30th, 165 Sometime during July, about six weeks after 
the birth of her child, she had her second attack of vertigo and 
facial hemispasm This attack was similar to the other, e\ en to 
the extent that it also occurred while hanging out a washmg of 
clothes A short time later the third attack occurred while 
reaching for an electric hght chain pull Thereafter attacks oc- 
curred very frequently, at least twice a week The patient’s 
husband witnessed a number of attacks In his opinion vertigo 
occurred only when she changed the position of her head The 
■vertiginous attacks at first were always accompanied by facial 
hemispasm, but later vertigo occurred without spasm Durmg 
the attacks of vertigo which occurred under all sorts of conditions, 
except that no attack occurred while turning m bed, she felt that 
external objects rotated to the right while she had the sensation 
of remaining, stationary She also stated that putting the head 
back not only caused vertigo but also resulted in the production 
of a sound as of a w ater-fall Some time during the course of her 
pregnancy she noticed that she was deaf on the right side, and 
about the time her pregnancy terminated she complained of 
failing vision 

Physical Examination (September 11, 1922) — Eyes Con- 
junctiva and sclera were normal There was no ptosis or paral- 
ysis of the extra-ocular muscles No exophthalmos A marked 
horizontal nystagmus with the quick component in the direction 
of vision w T as easily induced On looking downward a rotatory 
nystagmus was induced No nystagmus on looking upward 
The pupils were 3 mm in diameter, equal m size, regular in 
outline, and reacted promptly to both hght and accommodation 
The consensual and ciliospinal reflexes w ere normal Ophthal- 
moscopic examination showed a choking of both disks of about 
two diopters Visual fields for form were normal in size and 
shape 

Sensation of the face and motor function of the fifth nerve 
were normal on both sides Taste sense on the anterior part of 
the tongue was normal There was no asymmetry of the face 
There was no disturbance in the facial innervation 

vol 9 — 98 
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Ears Inspection of the external ear showed no exidence of 
disease Neither whispering nor speaking was heard on the right 
side Normal hearing on the left side A tuning-fork placed on 
the xertex was referred to the left ear When placed o\er the 
mastoid on the nght side it was heard for twelve seconds (This 
was probably due to conduction through the bone to the left 
ear ) With a Barany noise machine in the left ear the nght ear 
was found to be totally deaf B&rany ealone and turning tests, 
performed by Dr C F Boohwalter, demonstrated a complete 
absence of xestibular reactions on the right side, with normal 
reactions on the left side 

The tongue was protruded in the median line without tremor 
There were no disturbances of speech, swallowing, head turning 
mo\ ements, etc 

Reflexes Conjunctival reflexes were present and normal 
All superficial reflexes, including the plantar, were normal The 
tendon reflexes on the right side were slightly less brisk than those 
on the left Motor function w’as normal The finger-to-finger 
and finger- to-nose tests were well performed Rapid pronation 
and supination show ed no evidence of cerebellar disease Rebound 
phenomenon absent With the eyes shut the patient was always 
able to find the finger of the examiner and could pomt to various 
objects in the room without error 

Station On standing erect there was unsteadiness, with a 
tendency to lean toward the nght and slightly backward 
Gait There w as an unsteadiness of gait, with slight sw aj uig 
from side to side Forward and backward walking with the e>es 
closed did not increase the swaying perceptibly, nor was there 
any constant tendency to turn on her own axis Sensation of 
the trunk and extremities was normal 

Pulse rate S4, systolic pressure 130, and diastolic pressure 
90 

Blood Wassermann negatixe to two antigens Spinal fluid 
not examined R B C 5,148,000 Hemoglobin (Dare) 90 per 
cent W B C 8200 Urine negatixe except for a xery faint 
trace of albumin Blood creatimn 1 2 mgm per 100 c c ar-Ray 
plates of the skull were negatixe 
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Summary — Bilateral papillitis Loss of function of the right 
cochlear nen e Loss of function of the nght vestibular nerve 
Hemispasm of the left face Vertigo 

Decreased tendon reflexes on the right side or mcrease on the 
left Romberg, with swaying to the nght and backward 

The following report was made “The history and findings, 
in mj opinion, indicate that the morbid process is both extra- 
cerebellar and extrapontine It is apparently a tumor m the 
right cerebellopontile angle and is a neurofibroma arising from 
the nght acoustic nerve ” 

Operation was advised, and on October 11, 1922 the patient 
was admitted to Wesley Memorial Hospital On October 13th 
Dr D C Good, the House Physician, observed an attack of 
facial hemispasm not associated with vertigo He stated that 
the nght eye was kept open, the left dosed, the mouth drawn to 
the left side and that the head was turned to the left The spasm 
lasted less than a minute and was followed by flushing and sweat- 
ing of the face, most marked on the nght side Operation was 
performed by Dr A B Kanavd. on October 16th A tumor 
mass 2 cm in diameter w as found in the nght cerebellopontine 
angle It was remo\ ed cn masse Following its removal there 
was considerable oozing of blood A cigarette dram was placed 
down to the site of the removed tumor Section of the tumor 
proved it to be a fibroma The day following operation the 
patient’s condition was very satisfactory No additional cranial 
nerves had been injured 

The diagnosis of tumor of the right eighth nerve having been 
confirmed by operation, there are one or two points in the history 
which deserve some comment The characteristic symptoms 
of cerebellopontile angle tumors are generally known and are 
easilj recognized Since the tumor arises from the auditory 
nerve, nerv e deafness is an early and essential symptom The 
deafness may be complete, however, without the patient being 
aware of any impairment in hearing Tinnitus may be present, 
but is not an essential symptom Im olvement of the vestibular 
portion of the eighth nerve gives rise to vertigo which may be 
regarded as the second essential symptom The next group of 
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symptoms is caused by pressure on the pons and cerebellum 
The fifth and se\ enth nerves on the same side may be linohcd, 
gi\ing rise to homolateral numbness of the face and to paresis 
or spasm of the facial muscles Cerebellar in\ ohement is 
indicated by an inability to harmonize the actions of muscle 
groups on the side of the lesion The gait is the typical cere- 
bellar ata\ia with a tendency to fall toward the side of the 
lesion 

By the time tlic tumor has grown sufficiently to produce 
pontine and cerebellar symptoms obstruction to the flow of 
cerebrospinal fluid occurs, wutli the production of secondary 
hydrocephalus and a general nsc in intracranial tension All 
of these symptoms with the exception of m\ oh ement of the fifth 
and seventh nerves w'ere present in the case of A P 

In addition, there was an atypical symptom, namely, spasm 
of the face on the side opposite to the lesion The last recorded 
spasm occurred before removal of the tumor Spasm of the face 
on the side of the lesion has been observed in other reported 
cases and is easily explained 

Cushing, in lus monograph on Tumors of the Ncrvus Acusti- 
cus, says “Irntatix e symptoms referable to the facial have been 
more frequently recorded than is generally supposed 

“Stewart and Holmes mention them as possible, though 
inconspicuous, sjmptoms I hey were described, wc may recall, 
by Cruveilhier as conspicuous features of his case, and in 1865 
Hughlings Jackson noted contralateral attacks of facial spasm 
which he had difficulty in accounting for They occurred m 
Bruckner’s, Sorgo’s, and in Alexander and !• rankl-Hochw art’s 
patients, two examples are cited by Mills and Wciscnburg, and 
some slight facial twitching was present in 3 patients in these 
senes, in one of them on both sides of the face ” , 

'I lie second point which deserves comment is the entire 
absence of \ crtigmous attacks dunng pregnancy, and their re ip- 
pcarance shortly after the termination of pregnancy Cushing 
and others ha\e obsened similar cases 

The postopera ti\ e course during the first four days was 
not only satisfactorj , but \cry encouraging The subsequent 
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course w as v ery storm}- The progress notes are of some mterest 
and excerpts will be quoted 

October 18th “Speech is very thick and almost unin telligible 
Nystagmus unchanged Subjects e vision better General con- 
dition good, but not good enough to permit a thorough neuro- 
logic examination Both cigarette drains removed ” 

October 28th “There is clouding of consciousness Not 
well oriented There is shght paresis of the right side of the face 
Saliva Sous from the mouth constantly Marked difficulty 
m phonation in part due to difficulty with labial sounds Pulse 
rate around 120 most of the time Horizontal and vertical 
nystagmus present There seems to be a weakness of the right 
external rectus Shght exophthalmos of the right eye In- 
volvement of the right sixth, seventh, eighth, ninth, and 
tenth cranial nerves ” 

Nov ember 1st ‘Tatient’s mentality still below normal, but 
is somewhat brighter today than she has been Her urinary out- 
put has been far below normal and her general condition seems 
more suggestive of a renal condition than anything due to her 
operation " 

Examination of the blood showed the presence of 50 mgm of 
non-protein nitrogen, 15 9 mgm urea nitrogen, and 3 5 mgm of 
unc acid per 100 c c of blood 

Nov ember 9th “Patient still clouded Does not co-operate 
well Refuses nourishment Speech unintelligible jargon Right 
sixth and sev enth nerve paresis unchanged Shght horizontal and 
v ertical nv stagmus Reclines most of the time on the nght side 
It is impossible to test mov ement satisfactorily, but it is noted 
that the left hand is used more than the nght On reaching for 
objects with the left hand there is marked asynergy Constantly 
overreaches Right hand shows even coarser movements, but 
is not used v oluntarily Bulging on the right side of occiput at 
site of operation ” 

The patient was discharged December 14th The hernia 
mentioned in the progress note of Nov ember 9th was still present 
The mental state and the evidences of medullary and cerebellar 
compression w ere not improv ed at the time of discharge Death 
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occurred suddenl} on December 16th Vn autopsy wis reluscd 
The embalmer reported that injection of embalming fluid into 
the vessels resulted m a •very rapid accumulation of fluid in the 
tissue of the neck on the right side Tlus would indicate that 
the bulging noticed during life was due to an accumulation of 
blood Evidently there w as either oozing or intermittent bleeding 
after the removal of the cigarette drains A second operation 
might have relieved the medullar} compression, but whether 
permanent hemostasis could have been effected is questionable 
The surgical remov al of tumors in the cerebellopontile angle is 
attended with unusual difficulties Cushing advocates removal 
of the tumor piecemeal if necessary, leaving the capsule tn situ 
He has found that the danger of hemorrhage is matcnallj 
decreased by tins conservative attitude 

i 
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CASE IV COMPRESSION TARDIVE (PACHYMENINGITIS HEMOR- 
RHAGICA INTERNA OR CHRONIC SUBDURAL HEMORRHAGE) 

A C , a white man, aged forty-seven years, was seen in con- 
sultation at the Englewood Hospital with Dr W R Vbbott, 
the evening of January 6, 1925 The family and previous per- 
sonal history will be omitted because they have no bearing on 
the case The history of the injury which led to his admission 
to the Englewood Hospital is as follows 

lulc on his way to work the morning of December 23, 1924 
he slipped on an icy sidewalk and fell, striking his occiput on 
the pavement Immediately after the accident there was bleeding 
from the nose for a few minutes He felt dazed and complained 
of headache Thinking that the headache would disappear lie 
rejiorted for w ork ns usual and w orked until noon The headache 
instead of abating became more severe and was felt m the tem- 
poral and frontal regions There was considerable vertigo On 
arm ing at his home he v omiled There w as no further v omiting 
throughout the duration of his illness On December 27th, the 
fifth da} of illness, he was seen foi the first time by Dr Vbbott, 
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who made a diagnosis of skull fracture and urged hospital care, 
which 'was refused He was not seen again until December 29th, 
the se\ enth day of illness when he consented to enter the hospital 
for obsenation and treatment He was still complaining of 
se\ ere headache and of dizziness There was no disturbance of 
speech, consciousness, or of motor functions a-Ray study of the 
skull by Dr W R Bronson showed a faintly visible linear 
fracture of the occipital bone He was given sedatives, and in 
two days he felt so well that he insisted on bemg up and about, 
although he still complamed of headache 

January 1st, the tenth day of illness, it w as noticed that his 
speech was thick and indistinct During the day he slowly 
became unconscious and remamed in this condition for a period 
of four horns On re gainin g consciousness he appeared to be 
perfectly clear Temperature, pulse, and respiration were normal 
There had been no evidences of a convulsn e seizure Speech 
continued to be indistinct, but he was not aphasic From January 
1st to January 6th periods of consciousness with sluggish mental 
reactions alternated with gradually lengthening periods of coma 
Physical examination at 5 30 p m January 6th the fifteenth 
da}- of illness Patient was in deep stupor, did not respond to 
questions or commands, resisted examination 
Heart, lungs, abdomen, unne, etc , negative 
The pupils were equal m size, regular m outline, contracted, 
and reacted to light stimulation There was no nystagmus and 
no evidence of palsy of any of the extra-ocular muscles A 
fairly satisfactory ophthalmoscopic examination showed no evi- 
dence of choked disk 

The face was sy mm etric The tongue and pharynx were neg- 
atne 

Motor There was hypertonicity of the muscles of the left 
side Power of the muscles of the left arm and leg was diminished 
This was determined by his resistance to examination 

Reflexes Tendon reflexes of the left arm and leg were 
slightly more active than those on the right There was no 
clonus The superficial abdominal reflexes on the left side could 
not be obtained, while those on the right side were brisk The 
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left cremaster reflex was sluggish, the right brisk 'there wis 
normal plantai flexion on both sides 

Spinal puncture 'J he fluid flowed drop by drop 'I here 
was no turbidity Nonne and Noguchi tests were negative 
1 here w ere 9 cells per cubic millimeter, of w Inch 6 w ere red 
blood-cells 'J lie Wassermann and Lange tests reported sub 
scquently were negative 

Diagnosis —On the basis of the history of injury and the 
*-ray findings a diagnosis of fracture of the occipital bone had been 
made On the basis of the neurologic findings this diagnosis 
was enlarged to include increased intracranial pressure due to 
encysted hematoma m the right parietal region Operation was 
advised At the time this diagnosis and recommendation was 
made an explanation of the following points was requested 

1 If the coma is due to hemorrhage m the right parietal 
region, why did it not appear on the first or second day after 
the injur} instead of the tenth 5 

2 If there is a sufficient extravasation of blood in the sub 
dural space to produce coma, how can the absence of blood from 
the spinal fluid be explained 5 

In the majorit} of eases of skull fracluie the symptoms of 
intracranial hemorrhage make their appearance very early and 
become progressively more threatening Lxannnation of the 
spinal fluid usually shows the presence of blood 

In this case headache and \ ertigo follow cd the injury immedi- 
ately, but there was no loss of consciousness until the tenth day 
'I hereafter periods of consciousness alternated with periods of 
stupor or coma The spinal fluid was m no way abnormal, 
the red cells being so few that their presence might easily hn\c 
been caused bv the puncture 'J hese facts by no means exclude 
lntracrnmabhemorrliage 'J hey do, of couise, exclude the ordinary 
type of hemorrhage in which a relatively large amount of blood 
is forced into the subdural space within a few seconds There is, 
however, a l> pc of hemorrhage usually following minor injuries 
in which the blood escapes very slowly and becomes encysted 
1 lie difti rcnce in sv mptomatology m ly be due to the rate and 
volume of the extravas it ion '1 he encapsiihtion of the effused 



brain-stem: lesions and subdural hemorrhage 1561 

blood explains the absence of red cells from the spinal fluid 
The correctness of the diagnosis was confirmed by operation the 
following morning The surgeon, Dr Abbott, laid down a large 
osteoplastic flap m the right parietal region On opening the 
dura an encysted collection of blood was found and removed 
The patient made an uneventful recovery 

Speaking of tins type of hemorrhage, Purves Stewart says 
“Another important form of cerebral hemorrhage which produces 
cerebral compression is chrome subdural hemorrhage, or “com- 
pression tardive,” m which a collection of blood, often very 
large, gradually accumulates between the dura mater and the 
cerebral hemisphere This blood is enclosed within a distinct 
membrane derived fron the coagulated blood itself Its longest 
diameter, which may measure 4 to 6 inches, is usually antero- 
posterior, most commonly in the frontoparietal region The 
condition is sometimes bilateral The bleeding is venous m 
origin and is due to rupture of the short cerebral veins which 
enter the superior longitudinal sinus almost at right angles 
These vans are firmly fixed at one end m the rigid dura, while 
they are attached at their cerebral end to the relatively movable 
brain Chrome subdural hemorrhage is the result of a trauma, 
but the injury is generally comparatively trivial, so much so, 
that unless inquired for, it may be entirely overlooked A sharp 
blow, especially on the front or back of the head, may, without 
any fracture of the cranium, or even without a scalp wound, 
suddenly dislocate the hemispheres and. rupture the veins on one 
or both sides The resulting hemorrhage is a slow or intermittent 
' enous oozing After the injury there is usually a long interval, 
of set eral days at least, before the hemorrhage is large enough 
to cause symptoms of intracranial pressure Then headache 
appears, severe and persistent, sometimes over the seat of the 
hemorrhage This headache lasts a week or two and is gradually 
followed by shght mental changes, such as absent-mindedness, 
sleepiness, forgetfulness, etc This '“prodromal period” generally 
lasts about six weeks Then, rather suddenly, the symptoms 
become much worse and the drowsiness quickly deepens to coma 
This may be ushered m by violent headache and vomiting 
The coma is of a remarkable type, undergomg curious spontaneous 



1562 


WILLIAM II HOLMES 


\ anations, so that the patient passes from consciousness to un- 
consciousness, and vice versa 1 here is no other clinical con 
dition in which this feature is so striking The patient in the 
intervals appears mentally dull, but not confused Responses 
to simple questions are made very slowly, but quite intelligently , 
so far as they go Ihe physical signs of focal cerebral lesion 
are vanable, slight, and elusive Pressure by the effused blood 
on the motor cortex may produce monoparesis or hemiparesis 
of leg and arm, the face generally being unaffected An extensor 
plantar reflex and diminution or loss of the abdominal reflex arc 
perhaps the most valuable unilateral signs The extensor response 
may, however, be bilateral, even with a unilateral lesion, probably 
from dislocation of the opposite motor cortex against the cranium 
Pressure on the midbram may produce ocular or pupillary changes 
Optic neuritis may develop In unilateral lesions it is usually 
most marked on the side of the lesion In bilateral lesions it 
tends to be most intense on the side of the greater lesion Respi- 
ration is often peculiar — like that of a healthy person sleeping 
soundly — t c , a little exaggerated in amplitude and with ex- 
piration slightly emphasized This can be observed when the 
patient is apparently awake The hemorrhage is often bilateral, 
thereby confusing the clinical picture Correct diagnosis is of 
great importance, since the condition is amenable to surgical 
treatment, and if the blood-cyst be evacuated and drained, com- 
plete recovery may occur Spontaneous recovery is unlikely 
Chronic subdural hemorrhage is probably identical with the 
condition known as pachymcngihs hamorrhagica interna, which 
is associated With general paralysis, with chronic alcoholism, 
and with senile dementia The condition has usually been as- 
sumed to be a spontaneous subdural xenous hemorrhage, but, 
as Trotter points out, alcoholic and insane patients are exactly 
those who are particularly exposed to the moderate kind of injury 
which is especially prone to produce chrome subdural hemorrhage, 
and the patient is not likely to remember or make much of the 
accident ” 
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DISEASES OF THE BLOOD WITH SPECIAL REFERENCE 
TO HEMORRHAGES 

Classification — There is still considerable discussion in the 
basic sciences as to the dual or the common origin of all blood- 
cells There is, however, very little doubt that in the adult as 
distinguished from the embryo the small lymphocytes multiply 
for the greater part m the lymphatic tissues, and that all 
other blood elements anse largely in the active bone-marrow 
If this is true, and clinical medicme seems to bear it out, then 
all true blood diseases are system diseases, that is, diseases 
of either the blood-fonmng organs, principally bone-marrow 
(myelogenous), but also the spleen and endothelial tissue else- 
where or of the lymphatics, according to Naegeh 
As diseases of the lymphatic system we have 
Lymphatic leukemia, acute and chrome 
Pseudoleukemia, or aleukemic lymphadenosis 
Hodgkin’s disease, or malignant granuloma 
It is questionable whether the last should be classified as a 
true blood disease, but it is usually included We shalL discuss 
this later 

Diseases of the blood-forming organs, bone-marrow, spleen, 
endothelium, may include hyper- hypo-, or dysfunction of any 
of the numerous elements of the bone-marrow Thus we may 
ha\e (1) pernicious anemia, a hypo- or dysfunction of that part 
°f the marrow which forms the red cells, (2) polycythemia vera 
—a hyperfunction of the same elements, (3) myelogenous 
leukemia — acute or chrome — a hyperfunction of that part of 
the marrov which goes to form the whites, and (4) purpura 
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hamorrhagica (ca«e to be taken up later), in which there is 
complete absence of whites together with a low blood-platelet 
count 

These represent most of the true blood diseases 1 he cause 
of these disturbances of function of the bone-marrow 6r of the 
lymphatics is not known, and m some instances which we shall 
touch upon later it is questioned that these are true sy stem 
diseases It is contended that the} are diseases of the spleen 
or, as in pernicious anemia, are due to blood destruction primarily 
As an example of diseases of the lymphatic system the fol- 
lowing case of Hodgkin’s disease or malignant granuloma is 
presented 

Case I — A male, aged thirty-nine, was admitted to the Cook 
County Hospital on October 30th and died December 10th 
On admission the patient complained of tingling and numbness 
of the hands and feet of twelve years’ duration, itching of the 
skin, with eruption, generalized glandular swelling, swelling of 
the penis and scrotum, and cough 

The swelling began first in the neck, causing moderate diffi- 
culty in respiration, together with pressure and congestion in 
the neck The mass slowly decreased in size Contrarily, the 
mass m the inguinal region increased much in size 

The only significant fact in the past history was a chancre 
tweixe y’ears before 

Examination showed a generalized maculopapulai eruption, 
excoriations, scab formation and some secondary infections 
"Ihe sequence of exents was urticaria, scratching, infection, 
scarring There uas almost total absence of hair The cervical, 
axillary , and inguinal glands were cnlaged, firm and free 1 here 
was increased mediastinal dulncss Irregular nodular masses 
were palpable throughout the abdomen The penis was swollen 
and edematous 1 he scrotum was the size of a grapefruit The 
patient became gradually weaker and more dyspneic up to death 
laboratory Findings — Unnc was negative Blood showed 
SO per cent hemoglobin, 4,600,000 red cells, and 6S00 white 
cells with a normal differential count 
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This is, on the whole, a quite characteristic case of Hodgkin’s 
disease with most marked 1 m oh ement of the ing uina l glands 
and consequent pressure therefrom The itching is often obser\ ed 
in this and other blood diseases There is little in this case to 
make us think we are dealing with a disease of the blood Usually, 
however, there is a change in the blood-picture, and Bunting 
claims that he can diagnose Hodgkin’s from the blood In the 
be ginnin g there is an mcrease, relative or absolute, of the large 
mononuclears Later there may be a marked leukocytosis with 
polymorphonuclear neutrophils predominating I have seen cases 
with counts of 30,000 or 40,000 There may also be an increase 
m the eosinophils From this blood-picture it w ould seem that 
there was disturbance of the bone-marrow or that the lymphatic 
system had something to do with the genesis of the whites — 
if we consider Hodgkin's a blood disease The picture m a leu- 
kemic lymphadenosis is quite different There we have a 
relative mcrease in thesmall lymphocytes This disease appears, 
however, to be a true proliferation of the lymphatic tissue, 
whereas in Hodgkin's we ha\e a destruction and replacement 
of the lymphatic tissue by granulomatous tissue May not the 
mcrease m cells from the bone-marrow be an attempt at com- 
pensation 5 The total loss of hair in this case is, so far as I can 
find, unique, and I ha\ e no explanation for it 
t Without further discussion of diseases of the lvmphatic 
system, we shall take up some of the diseases of the bone-marrow 
Common to most of them is hemorrhage in one form or another 
Consequently, I think it appropriate to study first a disease 
which may or may not be classified as a blood disease — purpura 
hamorrhagtca The case under discussion is, I think, distinctly, 
either primarily or secondarily, a disease of the bone-marrow 
In no other way can the findings be explained The case in 
short is as follows 

Case II — A male, aged twenty -two years, entered the Cook 
County Hospital on April 8th and died April 10th His complaints 
on entrance were bleeding from the nose, weakness, and dis- 
colored areas ox er the entire body , arms and legs, of four day's’ 
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duration The disease began with a sore throat and headache, 
quickly follow ed by nosebleed and spots on the body Nosebleed 
continued and was present on entrance 

Examination at tins tmie rexealed a young man, markedly 
pale, covered with purpuric and ecchymotic spots oxei the entire 
body, including the mucous membranes, \arymg m size from 
a pmpoint to 3 or 4 inches in diameter There was a systolic 
murmur at the apex The spleen w as not palpable The patient 
continued to bleed despite horse-serum and coagulose, and died 
m coma two days after admission 

His temperature on entrance was 104° T , pulse 124, and 
respiration 28, and they continued the same until death 
The urine showed large amounts of albumin, many red cells, 
and a few' lymphocytes The blood on April 8th show ed hemo- 
globin 37 per cent , 2,690,000 red cells, and 250 u kite cells 
In the stained smear only 3 small lymphocytes were found 1 he 
platelet count w as 25,000 Coagulation time w as tw eh e minutes 
On the 9th the red blood-cells had gone down to 1,S40,000 
The main findings at postmortem were extcnsrxe petechial 
and ecchymotic subcutaneous, submucous, and subscrous hemor- 
rhages, generalized anemia, melcna, hemorrhage into the left 
kidney pehis, hematuria, hypoplasia of the honc-marroio, peri- 
typhlitis following appendectomy fibrous plcuntis 'I he blood 
and bone-marrow at postmortem showed absence of leukocx tes 
The spleen was not enlarged Streptococcus hemolyticus was 
found in a culture from the heart s blood 

Ilus case is characterized chiefly by extreme hemorrhages 
It x\ as ushered in by a sore throat, followed by a continuous 
high tempenturc In spite of tlus there w as an extremely low 
xx lute count, in fact, a complete absence of all forms of leukocytes 
xxhich come from the marrow I he cause appears to haxc been 
an infection, probabh Streptococcus hemolyticus, gaming en- 
trance through the throat and doing its greatest damage to the 
bone-marrow, destroying or inhibiting the myeloid tissue and 
the jnegakary ocx tes, with consequent hemorrhages The ques- 
tion is xxhether xxe are deilmg xxith a case ot purpura haunor- 
rlngiea «o-callcd or xxith an aplastic anemia 
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Acute leukemias may often begin with sore throat (marked 
necrosis of tonsils, ah eoli, etc ) and are characterized by profuse 
hemorrhages, but m our case we have almost an absence of 
whites rather than an increase It is this apparent contradiction 
m diseases of the blood, namely, that we may have hemorrhages 
in leukemias as well as m cases with extremdy low white counts, 
m anemias as well as m polycythemias, that made me think it 
would be worth while taking up this particular feature for 
discussion 

First, it will be well to review the problem of hemorrhage and 
coagulation in its general aspects Howell’s* theory of coagulation 
is the one ordinarily accepted m this country According to 
him there are five factors concerned — prothrombin, antithrombin, 
thromboplastin, fibrinogen, and calcium All except thrombo- 
plastin are present m the circulating blood Prothrombin is 
held in combination with anti thrombin, thus preventing intra- 
vascular dotting When however, there is bleeding “the anti- 
thrombin is neutralized by the thromboplastic substance of the 
tissue juices (blood-cells, endothelial cells, and platelets) The 
liberated prothrombin is activated by the calcium, and the 
thrombin which results com erts soluble fibrinogen mto insoluble 
fibnn or the dot ” The normal dot quickly retracts and ex- 
presses serum This is said to be due to the presence of blood- 
platdets We hav e, then, to observe in any hemorrhagic disease 
(1) the coagulation time, (2) the bleeding time, dependent upon 
the potency of the tissue juices, the mechanical and chemical 
action of the blood-platdets and the elasticity of the skin, (3) 
the retraction of the dot and enumeration of the blood-platelets, 
(4) the quantity of prothrombin and fibrinogen Detection of 
antithrombm is too comphcated for cluneal use There is no 
evidence at present, according to Hurwitz, that any form of 
hemorrhage is referable to an abnormality of calcium in the blood 
It has been shown that the bleeding m itcerus is due to the 
binding of calcium by the bile-pigments and not to a diminution 
in this element Finally, bleeding may be due to a fibrinolysis, 
or dissolution of the formed clot by some abnormal ferment 
1 How.ll quoted In Hurwitz Anter Jour Med Set , 154, 6S9 
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With' these facts before us, we shall take up the cause of 
hemorrhage m each case In the case before us vre have as the 
cause of hemorrhage the marked diminution of the blood- 
platelets — 25,000 instead of 150,000 to 250,000 With this should 
go an increased bleeding time and non-contractility of the dot 
If hemorrhage is due to diminution of platelets alone there is 
no increase in the coagulation time This form of bleeding is 
characteristic of purpuia hasmorrhagica In aplastic anemia 
there is not only a diminution in platelets but also in prothrombin, 
vrith consequent increase in both bleeding and coagulation time 
In our case there is an apparent slight increase m coagulation 
time which, however, has not been checked, nor was the bleeding 
time taken We must, therefore, resort to other methods m 
making a differential diagnosis The picture here is one of 
profuse hemorrhages, m contrast to the anemia which is not so 
marked On the other hand, we have a complete absence of 
all nyeloid elements, an aplasia of the bone-marrow Again 
the disease is acute, the whole course being six to eight days, 
and is undoubtedly due to some infection The logical interpreta- 
tion is that there was an infection which caused a hypoplasia of the 
bone-marrow and consequent hemorrhages Should we call such 
a disease an acute purpura hemorrhagica or an acute aplastic 
anemia due to sepsis 5 As Minot suggests, both diseases have 
much m common On account of the preponderance of hemor- 
rhages, the acuity of the disease, the only slight increase in the 
coagulation time, we have called this a purpura luemonkagica 
with hypoplasia of the bone-marrow, we might have called it 
aplastic anemia with symptomatic purpura haanorrhagica m the 
absence of tests for prothrombin 

Haling discussed aplastic anemia, it is appropnate to take 
up pernicious anemia 

Case m — The patient, a male, fifty-seven years of age, 
admitted to the Cook County Hospital on October 7th, died on 
Noi ember 3d There was no postmortem His only complaint 
was dyspnea, beg inning ten days before and confining him to 
bed He had a marked emphysema, and the diagnosis on 
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entrance was cardiac decompensation secondary to this His 
pallor and yellowish tint were, however, staking and blood ex- 
amination showed hemoglobin of 40 to 45 per cent , 1,400,000 
red cells and 3500 white cells, with a differential count of 43 
per cent small and large lymphocytes, 6 per cent, eosinophils, 
and 49 per cent polymorphonuclears The reds showed marked 
polychromatosis, poikilocytosis, and amsocytosis, many megalo- 
cytes and microcytes On this the diagnosis of pernicious anemia 
was made The tongue was atrophied There was a systolic 
murmur (acute endocarditis was thought of as there was a slight 
fe\ er from the beginning) Numerous hemorrhages were found 
in both eyes Toward the end there was noticeable bleeding 
from the gums The spleen was at no time palpable Just 
before death in coma the hemoglobin was 15 per cent and the 
reds 260,000 The blood was extremely thin and serous The 
smear showed poihilocytes, megalocytes, and megaloblasts The 
stomach contents showed no free acid and a total of 12 

To be noted here are the absence of remissions, the apparent 
acuteness of the illness, a course of about six weeks, the absence 
of splenic enlargement There were no noticeable cord changes 
The blood-picture was, however, quite characteristic The hemor- 
rhages m the retina are also typical The blood-picture m this 
disease is due to blood destruction and to abnormal blood 
formation Naegeli thinks it is due to disease of the blood- 
forming organs,' principally the bone-marrow Others think it 
is primarily a hemolytic anemia There is no increased fragility 
of the reds, destruction of the reds is, however, evidenced by 
positive tests for bile-pigment m the blood by the indirect 
method of van den Bergh or the ddayed reaction of FoucheL 
That all elements are involved is shown by the low white blood- 
count, and at times the appearance of myelocytes and the 
diminution m blood-platelets The hemorrhages m this disease 
are probably due to the diminution m blood-platelets and at 
times to the diminution m prothrombin Consequently, there 
may be both an increased coagulation and bleeding time The 
etiology is unknown — stereotype for most diseases of the 
blood 
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We have already had a case in -which there was diminution 
in the white cells Next m order is one with a marked increase 

Case IV is that of a negro male, aged thirty-nine, admitted 
to a surgical ward of the Cook County Hospital on January 
8th as a cellulitis of the thigh His complaints were swelling 
and pain of the right thigh of seven days’ duration, with sudden 
onset E xamin a tion showed a large tender swelling on the anterior 
surface of the thigh which was soft and fluctuating The surface 
was hot and shiny The spleen was palpable 4 inches below the 
umbilicus, the liver three fingers below the costal arch On the 
following day aspiration of the thigh gave bloody fluid 

Additional history revealed that the patient had had epistaxis 
for three months, asthma for four or five months, and dyspnea 
for the last six months He had also noticed profuse bleeding 
from slight cuts and bleeding from a larger cut for one hour, 
during the last two years 

The blood-picture was as follows 512,000 white cells, 50 
per cent myelocytes, 44 per cent polymorphonudears, 2 per 
cent myeloblasts, 2 per cent eosinophilic myelocytes, 2 per cent 
basophils, hemoglobin, 55 per cent , red cells, 2,800,000, 2 megalo- 
blasts 

On January 17 th the white count was 752,000, differential 
practically the same as above, polychromatophika and amso- 
cytosis were reported, a picture of marked hyperactivity of 
the bone-marrow, especially the myeloblastic tissue, but also of 
the erythroblastic He was then transferred to the medical 
ward, with the diagnosis of splenomyelogenous leukemia and 
hematoma of the thigh 

At this time a swe llin g of much the same character as that 
over the thigh was noted over the left scapula and m the folds 
of the left axilla There were a few enlarged glands of the neck 
Aspiration of thigh again revealed pure blood A gland was 
removed from the groin with rather severe hemorrhage Section 
showed leukemic infiltration of a lymph-node, consisting mostly 
of large mononuclears On February 11th a chrome suppurating 
otatis media was noted Under treatment with benzol and a;-ray 
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and then «-ray alone, the white blood-count went down to 102 ,- 
000, and the spleen extended to only 5 cm above the umbilicus 
The hemoglobin, however, remained at 31 per cent and reds at 
2,210,000 The swelling in the axilla disappeared rapidly, and 
that m the thigh finally cleaned up When he got up a nght 
foot-drop was noted, probably due to pressure from the hemor- 
rhage or dot in the thigh 

The diagnosis here is obvious The interesting points of this 
case are the important part which hemorrhages plajed in his 
1 m ahdism, and the location of the hemorrhages Unfortunately, 
no work was done to arrive at the cause of the hemorrhages 
However, from the history and from the fact that the patient 
bled profusely at the removal of a gland, we might condude 
that either the bleeding time or the coagulation time, or both, 
w ere increased With the mcreased formation of all bone-marrow 
elements it is natural to assume that the blood-platelets as well 
w ould be increased They are increased or normal m mydogenous 
leukemia unless the megakaryocytes are crowded out by the 
mydoblastic tissue We must then look for some other cause 
of the bleeding in myelogenous leukemia For lack of other 
causes it has been thought that the bleeding is due to fibrinolysis 
from increase in the blood ferments and also to an increase m 
the antithrombm It is also suggested that some of the hemor- 
rhages may be due to the infiltration of the vessel walls by the 
myeloid cells This may have been the cause of the massrve 
hemorrhages mto the loose areolar tissue of the thigh and axilla 
Whereas hemorrhages usuall} play the most important role m 
acute leukemias, in chrome leukemias they are not often in 
evidence In lymphatic leukemia there is an mcreased coagu- 
lation time and a diminution in the platelets, supposedly due 
to the partial crow ding out of the megaharx oca tes by lymphatic 
tissue 

Our final cases also deal with an mcreased activity m the 
blood-forming organs 

Case V — This case is that of a male, sixty y ears old, admitted 
to the Michael Reese Hospital on August 14th, complaining of 
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fulness in tlie abdomen of one year’s duration, abdominal pain 
and distended abdomen for four months, constipation, and loss 
of weight The pain is in the left upper quadrant fie had 
typhoid four years previously (possibly typhus) ITe walked 
into the ward and has at no time been bedridden 

I'Aamination on admission showed a generalized adenopathy, 
marked cyanosis or pinkish color of the checks with dilated 
venules, deep purplish coloi of the tongue and the mucous 
membranes of the mouth Tongue is smooth and atrophied 
The abdomen was distended, the left pai L being most prominent 
On palpation the spleen is found to fill about three-fourths of 
the abdomen extending from the sixth rib m the left axilla to 
the symphysis pubis and well beyond the median line 'I he 
liver edge is palpable three fingers below the costal maigin, 
smooth and firm The arteries are palpable and toi tuou’s Pur- 
puric spots, vaiying m size from a pinpoint to 5 tin in diameter, 
were noted on the dorsum of the leg The blood-pictuie was 
as follows on repealed examination Hemoglobin 90 to 120+, 
red cells 7,010,000 to 9,760,000, white cells 33,950 to 51.300, 
differential count, polymorphonucleai s 77 to 85 per cent Dif- 
ferential made by Dr llowcll showed polymorphonuclear*, 85 
pci cent ,4 large mononuclears, 4 small mononutlcai s, 1 eosinophil, 
4 basophils, 2 myelocytes, 2 mcgaloblasls In the beginning 
many nucleated leds weie seen, as well as mcgalocylcs and an 
occasional myelocyte 

1 here was a large amount of albumin in the urine, many 
red blood-cells and white blood-cells, and an occasional hyaline 
and granular cast The blood-pressure was 140/90 and 128/90 
The blood nitrogen was slightly increased, urea nitrogen 24, non- 
protem nitrogen 64 The fiagihty test showed partial hemol- 
ysis at 44, complete at 34— somewhat high for the complete. 
Wasscrmann test was negative 

After a few a-ray treatments at the hospital lie was sent to 
the dispensary, where treatments have been continued and where 
he is still under observation 

Soon after leaving the hospital he developed a marked hema- 
turia, which ceased in tunc, though there is still a Jagre amount of 
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albumin m the urine The spleen during the first few months 
diminished m size, reaching only the umbilicus and two fingers 
to the left of the median line, where it has remamed for the last 
year There have been no external hemorrhages for the past 
year The blood on August 14, 1924 showed 90 per cent hemo- 
globin, 6,960,000 red cells, 15,000 white cells,' and 85 per cent 
polymorphonudears 

There is no doubt that we are dealing here with a hyper- 
function of the blood-forming organs, principally of the reds, 
in other words, a polycythemia vera The remarkable points 
are the extreme enlargement of the spleen and the high white 
count The polymorphonuclear neutrophils, however, are over- 
whelmingly predominant in contrast to the previous case In 
contrast to that case, too, we have a plethora of reds and hemo-" 
globm instead of an anemia Cases of myelogenous leukemia 
have been reported with a high red count, and with the extremely 
large spleen one might wish to consider this such a case All 
the findings are consistent with a Vaquez disease and not with 
a myelogenous leukemia Both diseases have much m common, 
and cases have been reported which at the start gave every 
appearance of being a polycythemia, but which ended with a 
typical picture of a leukemia with an anemia Polycythemia 
represents a hyper- or a perverted function of the erythroblastic 
tissue and myelogenous leukemia of the my eloblastic, both nor- 
mally functioning in the bone-marrow 

The discussion about polycythemia vera is mainly as to the 
seat and cause of the disease — is it a disease of the bone-marrow 
or of the spleen 5 The enlarged spleen is a constant finding and 
may reach an enormous size, as in our case If, howe\ er, it w ere 
a primary disease of the spleen, extirpation should benefit the 
patient, as m Banti’s disease, but the contrary is true patients get 
v orse or die from extirpation It is supposed that the large spleen 
is due to the destruction or storing of the reds in this organ and 
that the disease is due to hyperactivity of the bone-marrow from 
some unknown cause, such as a diminution of the 0 2 carrying 
pow er of the hemoglobin, w hich is not bome out, or a diminished 
destruction of reds, against w hich is the fact that urobilin is found 
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in tlie blood and bilirubin m increased amount m the urine and 
feces at times Here again we ha\e our steieotjpe — etiology un- 
known 

As in our preceding cases hemorrhages aic m evidence in the 
shin and kidnej s in this case The cause of hemorrhage is thought 
to be due to abnormal filling of the a cssels The blood \ olumc is 
increased due principal!} to the increase m reds — SO per cent 
being corpuscles and 20 per cent plasma The blood flow is re- 
tarded, due to the thickening of the blood and increased uscosity, 
all of which causes distention of the vessels, which can be seen 
early in the letina, and later m the distended peripheral \ cssels 
These conditions lead as w'cll to the formation of small thrombi 
The increased viscosity also leads to an increased congulation time 
and a clot that may not retract m spite of a normal number of 
platelets 

Another type of polycythemia has been described by Gcis- 
buch, the so-called hypertonic type often appearing 111 elderly 
mchuduals Hie following case seems to be one of this sort 

Case VI. — A male, aged forty-five, was first seen at the 
Michael Reese Dispensary m July, 1912 He then complained 
of pain 111 the right iliac region, severe, cramp-lihc 111 character, 
coming on at lus work when he pressed shoes against Ins side 
E\anunation revealed marked redness of the sclera, redness and 
marked dilation of the facial vessels, tenderness over the gall-blad- 
der and liver, palpable and tortuous arlciics, some albumin and a 
few casts m the urine, and blood-pressure of 140 systolic He 
was refened to the hospital, wdierc an enlarged spleen about 
two fingers bc}ond the costal margin was found, as well as 
cyanosis and a lugh red count The history at tins entrance is 
not at hand 

He continued to suffer from headache and dizziness, and 
w as again lcfcrrcd to the hospital on July 2, 1913 Ills complaints 
at that time w ere as given above 1 he findings were as follows 
Injection of conjunctiva and sclera, dilation of facial vessels, 
» redness of nose and cars, some cardiac enlargement, spleen 3 cm 
below' costal margin, red blood-cells 7,800,000 to 9,120,000, 
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hemoglobin 109 to 120, white blood-cells 7200 to 11,000, poly- 
moiphonudears 78, small mononuclears 14, large mononuclears 
8, blood-pressure 142 Urrne showed no albumin 
-He left the hospital improved, but returned to the dispensary 
m January, 1914 complaining of marked dizziness Findings 
as above, m'addition albumin + + -{-, red blood-cells 5,524,000 

The next year (1915) he again returned, compla ining of 
fainting spells He vas markedly cyanosed and the heart had 
increased in size Blood-pressure was 146 He continued about 
the same, sometimes better, sometimes worse, up to 1920, when 
he returned with a nght hemiplegia of sudden onset At this 
time his hver was palpable at the umbilicus, not tender, his 
heart was as above Blood-pressure was 178/118, albumin++ 

He was last seen on December 10, 1921, with the hver three 
fingers below costal margin and spleen two fingers Heart 12 
cm to the left of midstemal line, pulse 96, blood-pressure 
148/122, no edema Red count was not made 

It may be questioned whether we are dealing here with a true 
or a secondary polycythemia It seems to me to be typical of 
the hypertonic type of polycythemia In the beginning there 
was no decompensation, yet the reds w ere as high as 9,000,000 
The whites, however, were not much increased, and it does not 
gne the picture of hyperactivity of the bone-marrow that the 
preceding case did We have the enlarged spleen and the shght 
increase m blood-pressure that are characteristic of the hyper- 
tonic type of polycythemia The course of the disease with 
hemiplegia is also compatible with this disease The arterio- 
sclerosis, cardiac enlargement, and albumin may indicate a 
nephritis, but this would not explain the erythemia Fitz says 
“It would seem reasonable to agree with Orlowski and believe 
that this condition represents a combination of erythemia and 
arteriosclerosis with hypert ensi on ” The hemiplegia common m 
this disease may be due to the polycythemia or to the arterio- 
sclerosis 

The 6 cases here presented coi er m a way the field of blood 
pathology They emphasize that much is still to be learned 
regarding the etiology and, consequently, the classification of 



SIDNEY STRAUSS 


1576 

diseases of the blood Special emphasis has been laid upon 
hemorrhages m diseases of the blood with the view of bringing 
out the diversity of the causes of hemorrhage, and the great 
opportunity which the study of diseased individuals offer in 
arriving at the solution of these causes. 
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GASTRO-INTESTINAL HEMORRHAGE IN CHILDREN 

Recently se\ eral interesting cases of gastro-intestinal bleed- 
ing ha\e come imder our care It so often happens that the 
etiology is hard to ascertain We do not refer to the cases of 
melena neonatorum which come under another category In the 4 
cases to be presented the etiology was ascertained at operation 
or b3* a:-ray 

CASE I DUODENAL ULCER IN A GIRL EIGHT AND A HALF YEARS 

OF AGE 

Birth History — Normal full term baby Breast fed to four 
and a half months Later albumin milk and cow’s milk De- 
i elopment normal 

Present Complaint — Child was apparently well until Jan- 
uary, 1925, when she began to ha\e slight cramp-like pains m 
the epigastrium These came in short intervals and passed 
away They were unassociated with vomiting, belching or 
diarrhea Cramp-like pains continued for forty-eight hours, 
when, on January 21, 1925, the child began to expel a very 
foul flatus The mother remarked it had the odor of old blood 
This continued for two da>s On January 24th the chil d 
was grsen 6 ounces of citrate of magnesia, but this did not 
rehei e passage of foul gas The afternoon of same day child 
famted at a dramatic art recital That evening one of us was 
called Patient was quite pale, pulse rapid Black, thin stool 
was passed Xo \omiting Temperature 100 4° F by mouth 

1577 
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Appetite had been fair There never had been any history of 
pain in the abdomen m relation to food or otherwise, or of any 
previous acute or chronic abdominal condition There was no 
constipation 

Past Bistory — -Eczema since four months old Influenza 
when two years old Pertussis at ine years, measles when four 
years old, occasional cold and sore throat 

Family history negative ' 

Child was observed at home for four days A slight ele- 
vation of temperature to 100° F occurred, with intermittent 
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passage of dark stool Finally, January 29th, condition seemed 
to get worse suddenly after passage of dark, copious, bloody 
stool, and patient was sent to Sarah Morris Hospital Tem- 
perature on admission 102° F rectally Pulse 128, respiration 
28 There was no abdominal tenderness or rigidity Hemo- 
globin was 40 per cent Red blood-cells 1,730,000, white blood- 
cells 15,700, of which neutrophils 77, small mononuclears 18, 
large mononuclears 4, transitionals 1, showing an amsocytosis 
and poikilocytosis Urme essentially negative Proctoscopic e\- 
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a mi-n ation with continued bowel washing revealed considerable 
dark blood Xo point of hemorrhage was visible Owing to 
patient’s condition a blood transfusion was performed by Dr 
A A Strauss, 350 cc of blood from an unrelated donor was 
given The temperature and pulse returned to normal after 
four days Hemoglobin improved so that ten days after trans- 
fusion the hemoglobin was 65 per cent , red cells 3,500 000, and 
white cells 6200 

Child left the hospital two weeks after admission, apparently 
well, with the understanding she would return m two or three 
weeks for gastro-mtestinal x-ray which was done The report 
of Dr R A Arens, Roentgenologist, showed the probable cause 
for hemorrhage (Fig 273) 

Fluoroscopic Stomach is orthotonic m type, extending down 
to the crest line No defects Gastric motility four and a half 
hours 

Duodenum The bulbus duodeni does not fill out well at 
any time eien under atroppi appearing constantly defective 
In twenty-four hours the banum column has reached the rec- 
tum Xo colon defects The appendix can be visualized, but is 
not tender on palpation 

After forty -eight hours colon is empty 

Opaque enema The colon fills readily throughout No 
defects noted There is a slight tubulization of the descending 
and sigmoid loops 

Roentgenographic The films confirm the fluoroscopic 
findings, disclosing a typical ulcer defect of the bulbus 
duodeni 

Proctoscopic examination w as repeated, but was again nega- 
ti\e Following admission to hospital the child was placed on 
strict ulcer management, which was continued at home To 
date (February , 1926) there has been no recurrence of hemorrhage 
There has been a steady increase m weight Hemoglobin is 85 
per cent There is no abdominal discomfort of any kind In 
fact, the mother states child is m better health than eier be- 
fore Gastro-mtestinal i-ra\s will be repeated to see if any 
change has occurred m the ulcer 
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Discussion — Most of gastric 01 duodenal ulcers reported in 
children ha\ c occurred m mi.ints under two years Gastric and 
duodenal ulcers in children do not ha\e characteristic pam 
usually associated and diagnostic 111 the adult Since a good 
many ulcers .ire healed under medical treatment, c\ en some of 
the chrome indurated ones, surely medical treatment is indicated 
as the caily method of treatment In this pai ticular ease a cure 
seems to have taken place The mother, ho\\c\cr, was told that 
should the hcmorihage be lcpcatcd operation might become 
imperative 

CASE II CONGENITAL ATRESIA OF THE DUODENUM BY ADHESION 

T he second ease is that of a child aged ten and a half months 
He was Inst admitted to our service when thirteen weeks old, 
with a historv of losing weight and vomiting of food Vomiting 
of food first occurred when lie was one week old, and was quite 
pronounced at end of pucrpcrium When the child was li\o 
weeks old the mother had gall-bladder tioublc and lost her milk 
'I he child was transferred to the Clnldicn’s Hospital because of 
vomiting It was placed on chvmogcn nnlk and alropin sul- 
phate, grain 1/1000, four times a day, with the lcsult that it 
gamed on an average of 1 1 to 2 ounces a day, child left the 
hospital August 21, 1924, linproc wl It was then fi\c w'ccks 
old 

The child next came under obsenalion when ten months 
old because of fc\ er, cough, and \ minting Aftci leaving the 
hospital in August, 1924 there was practically no vomiting for a 
few r days Then the child began to i omit on an average of once 
a day 'Plus has been increasing during the past month The 
cough began one w'cck before admission Fever has been present 
since onset of the cough Bowels mo\ c daily without cathartics 
or enemas He has lost 1 ] pounds 111 a w eck 

Physical Examination — At this time the infant appeared 
extremely anemic and severely ill 'lempcratuic was 103° F 
on admission Tcmperatuic persisted for five days There 
were a few* rides in both lungs, but no consolidation There 
was visible peristalsis of stomach and maikcd cwdcncc of 



Fig 275 — Postoperative result 
tom\ 


Barium passing through gastro-enteros- 
Palorus dosed 

isSi 
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dehydration The white blood-count at this time was 44,000, 
with neutrophils 85, small mononuclears 8, mononuclears 7, 
hemoglobin 45 per cent The Von Pirquet test was nega- 
tive Urme was negative Stool examination at this time 
showed microscopic and chemical blood Stomach washmgs 
returned dark brown particles A blood transfusion of 100 c c 
was given intravenously and 100 cc of normal sahne sub- 
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March 12, 1925, four days after second discharge from the 
hospital, the child returned because of vomiting which started 
forty-eight hours before admission, and was becoming pio- 
gressrvely worse The aomitus was tinged with blood At 
midnight, before entrance the child \ omited large quantities of 
brownish material, and he became almost prostated He had 





Fig 277 — Stomach emptying rapidU Gastro-cntcrostom> patent Pylorus 
dosed Much of banum in jejunum and ileum 

four or fi\e watery dark brown stools daily for two days before 
entrance 

On account of the critical condition and constant bleeding 
a transfusion of 120 cc of whole blood was gi\en and a 
laparotomy performed b) Dr \ A Strauss 

Upon opening the abdomen what appeared to be a very 
large stomach was projected into the wound Upon closer ev- 
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animation it was noted that the pyloric muscle consisted of a 
thin band of muscle-fibers encircling the organ m its lower third 
The pylorus itself was patent and 12 cm m diameter The duo- 
denum was dilated to the size of approximately 8 cm in diam- 
eter and appeared^ as if part of the stomach About 3 inches 
below the pyloric ring there was a marked constriction of the 
duodenum due to an encircling band of adhesions binding it 
to the posterior abdominal wall beneath the liver Because of 





Fig 278 — Four hour plate Stomach almost emptied 

its firm attachment and the difficult position attempts at re- 
leasing it were abandoned A gastro-enterostomy with pylonc 
closure was performed 

The patient made an uneventful recovery it-Rays taken 
March 30, 1925, or about twenty days after operation, disclosed 
gastro-enterostomy that practically drains the stomach com- 
pletely m four hours The stools were free from blood for several 
days before final discharge, April 4, 1925 
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This child has continued to gam and has been free from 
vomiting and blood 

Discussion — This case began like an ordinary pylorospasm, 
and w as reliev ed by atropm Vomiting recurred, also hemorrhage 
The adhesions to the posterior abdominal nail beneath the liver 
produced a stricture of the duodenum Hemorrhage was in all 
probability due to v enous engorgement m the dilated duodenum 
Finally, unev entful recover} after transfusion and gastro-enter- 
ostomy 


CASE m BLEEDING MECKEL’S DIVERTICULUM 

The third case admitted to the service of Dr I A Abt is 
that of a baby eleven months of age, full term, w eight 24 pounds 
He was breast fed, supplemented by cereals and v egetables 

Present Complaint — Hemorrhage from the rectum, fainting 
spells, fever and vomiting, loss in weight 

Mother stated that bleeding from the bowel was first noticed 
about two months ago Child had been sleepmg when mother 
picked him up and noticed that his diapers w ere marked through 
and through with bright red blood The next morning he bled 
again That afternoon she noticed a small amount of blood in 
the diaper The child felt fine during the entire time, sleepmg 
and eating well 

The second attack came on a week before admission, Sep- 
tember 4th, when the mother found a small amount of dark red 
blood m the diaper The next mght the child began crying and 
straining, trying to make the bowels move He turned very pale 
and seemed to faint The following day there was a small amount 
of blood in each bowel movement (two to three that day) 
The bleeding continued for the next two days Xo blood or 
diarrhea was present for four days previous to entrance He 
vomited once the day before admission Temperature varied 
between 99° and 101° F 

Physical examination disclosed a very pale well-nounshed 
baby, showing some evidence of tenderness throughout the ab- 
domen There were no definite areas of involuntary ngidity or 
evidence of free fluid Liv cr and spleen w ere palpable 

VOL. 9 — IOO 
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Blood examination showed 30 per cent hemoglobin, 2,400,000 
red cells, 11,000 white cells, with a differential count of 47 
neutrophils, 48 small mononuclears, 4 large mononuclears, and 
1 transitional Urme was negative as was the Von Pirquet test 

Operation was advised Because of the child’s condition 
transfusion of 150 c c of whole blood was given An attempt 
at proctoscopic examination was made before operation, but 
because of the presence of so much black, tarry feces the rectal 
wall could not be observed 

Operation was ■performed by Dr A A Strauss There was a 
distinct mass, about f mch m diameter, m the nght fossa about 
8 inches from the ileocecal valve This proved to be a Meckel’s 
diverticulum The bowel for a distance of several inches showed 
bloody content, as though this mi g ht be the source of the hemor- 
rhage The -.diverticulum was amputated The mucosa upon 
opemng showed ulceration and evidence of recent bleeding 
The child made an uneventful recovery following operation 

Discussion — Gastro-mtestmal hemorrhages in infants under 
two years of age without apparent cause should direct one’s atten- 
tion to Meckel’s diverticulum as a possible cause Meckel’s di- 
verticulum is inserted in the midgut of the fetal intestine In the 
early weeks of fetal development the midgut has an extra-abdomi- 
nal position in the vitelline sac This gradually recedes into the 
abdomen, separating the vitelline vesicle at the umbilicus If it is 
complete, there is a total separation of vitellme vesicle and midgut 
Occasionally malformations occur due to vitelline duct remains 
These may be located in the umbilicus, ileum, or appear as various 
bands in the peritoneal cavity Usually they result from the 
failure of more or less of its structure to disappear completely 

Operation is essential to recovery m cases of bleeding Meckel’s 
diverticulum 

This condition probably occurs more frequently than is 
diagnosed 

1 CASE IV SPLENIC ANEMIA! 

The patient, F S , female, aged fourteen months, first en- 
tered the hospital on our service September 9, 1923 She was 
a full term child, delivered spontaneously, and weighing at 
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birth 7| pounds There was no asphyxia cyanosis, or hem- 
orrhage She was breast fed for eleven months Orange juice 
was added at the fourth month, cereals and vegetables at the 
ele\ enth month She weighed 19 pounds when one year old 
The complaint at the time of admission was hematemesis and 
hemorrhage from rectum 

Two or three days before admission the child was not as 
playful as usual, refused nearly all feedings, and appeared pale 
On Saturday, September 7th, she was drowsy nearly all day 
At 11 a M the day before admission she vomited blood ap- 
parently without any cause This was bright red and black 
clotted blood, about 6 ounces m all At 6 p 11 the mother 
noticed bleeding from the rectum The succeeding stools were 
also tarry The child complained of thirst all day There were 
never any similar attacks or gastro-mtestmal disturbances 

Physical examination on admission showed a fairly well- 
nounshed baby, quite anemic The tongue was dry and coated 
The pulse was very rapid, 200 per minute, and regular Heart 
was not enlarged Abdomen showed no ngidity Liver was not 
palpable, spleen just palpable Digital examination of the rec- 
tum was negative The child was passing black, tarry stools 
Temperature vaned from 100 4° F (rectal) on admission to 
104° F , returning to normal after blood transfusion, except for 
a secondary rise on September 15th due to a pyelitis 

Blood examination on admission showed 30 per cent hemo- 
globin, 2,600,000 red cells, 13,000 white cells Differential count 
showed 60 neutrophils, 34 small mononuclears, 4 large mono- 
nuclears, 2 unclassified, coagulation time three and one-half 
minutes Von Pirquet test w as negative 

Blood transfusion was given on the second day after ad- 
mission No fresh hematemesis occurred She continued to have 
tarry stools for ten days, following which she gradually improved, 
so that on discharge, October 5, 1923, the hemoglobin was 50 
per cent , red blood-cells 3,500,000, white blood-cells 6S00, and 
differential, 48 neutrophils, 39 polymorphonuclears, 10 small 
mononuclears, 2 large mononuclears, coagulation time two and 
one-half minutes 
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The child was discharged with a tentative diagnosis of splenic 
anemia m the early stage or bleeding gastric or duodenal ulcer 
Si\ months later (April 26, 1924) the child returned to the 
hospital on the service of Dr I V Abt, with the complaint of 
not gaming properly, diarrhea, blood in the stools, and elevation 
of temperature 

She was quite pale and drowsy 'llie spleen was large and 
firm, with a smooth edge Temperature averaged about 100° F 
Blood examination showed 65 per cent hemoglobin, 4,400,000 
red cells, 5800 white cells, with a differential count of 40 neutro- 
phils, 52 small mononuclears, S large mononuclears, coagulation 
time six and one-half minutes Wassermann test was negative 
A diagnosis of B anti’s disease was made 

On May 23d, about four w r eehs after admission, the child 
\ onntcd a considerable quantity of blood Hemoglobin was rc- 
' duced to 50 per cent , red blood-cells 3,500,000, and white cells 
6 S 00 The hemoglobin gradually dropped to 38 per cent , so 
transfusion and splenectomy were advised 

-v-Ray examination at tins time disclosed no evidence of 
ulcer of the stomach or duodenum The stomach emptied m 
four hours 

On June 28tli splenectomy was performed by Dr G L 
Davenport 'I he child steadily improved following operation 
Pathologic examination of the spleen by Dr O H Schultz 
showed the following 

Diagnosis — Fibrotic splenomegaly (Banti’s disease) 

Gross — Spleen measures 10 5 x 7 x 4 cm The capsule is 
smooth tense, and free from adhesions There are two shallow 
notches m the superior border and two m the inferior border 
llie tissue cuts with increased resistance The cut suiface is 
brownish red and shows numerous icry fine fibrous trabcculcs 
llie malpigluan bodies arc increased and prominent The small 
amount of blood which escapes from the cut surface is pale, 
thin, and watery 

Microscopic — 'I lie spleen pulp is exceedingly iibrous and 
contains practically no blood elements The trabecula: are 
slightly thickened and prominent Hie malpigluan bodies are 
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quite long and some of them are quite active The centers of 
others consist almost entirely of reticulum cells Occasionally 
there is a rounded mass of fibrous tissues which shows a, few 
lymphocytes and gn es the impression of bemg a fibrosed lymph- 
follicle Because of the marked fibrosis of the pulp and the oc- 
casional appearance of the fibro-adem, a probable diagnosis of 
B anti’s spleen can be made 

The child had no more hemorrhages following removal of 
the spleen On July 20, 1924 the hemoglobin was 5S per cent 
red cells 4 160,000, and white cells 9000 The child was seen 
again on August 22d for an acute respiratory infection At this 
time the hemoglobin was 60 per cent , red cells 4,900 000, white 
cells, 14 000, with a differential count of 20 polymorphonuclears, 
70 small mononuclears, 6 large mononuclears and 4 transitionals 
Her general condition seemed much improved 

Discussion — Here we ha\ e a case of splenic anemia The 
first symptom was hemorrhage in the gastro-intestinal tract, 
follow ed later by enlargement of the spleen and slight enlargement 
of the liver The blood-picture was that of a chlorotic anemia, 
the hemoglobin being reduced more than the red blood-cells 
It w as necessary in this case to differentiate betw een Gaucher’s 
and Banti s disease In the former there is often marked reduc- 
tion in the hemoglobin without anj appreciable decrease in the 
number of red cells There is no ascites or icterus until severe 
hemorrhage sets in There is, how ev er often a brownish pigmen- 
tation ol theshin also thickemngof the conjunctn a and pigmenta- 
tion Gaucher’s disease frequently occurs in more than one mem- 
ber 01 a family and is of longer duration than Banti’s disease 
In Gaucher s disease the microscopic examination of the 
spleen is characteristic There are large irregular spaces appear- 
ing in the splemc tissue, which are filled with large cells, either 
round or ov al 1 heir nuclei \ ary in size and shape The normal 
pulp cells often cntirelv disappear The bone-marrow contains 
these same large endothelial-like cells which are also present m 
the liv er and m the lymph-nodes 

Other conditions which should be considered when dealing 
with hemorrhage associated with splenic enlargement are svph- 
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ills, malaria, congenital hemolytic jaundice, Hanot’s cirrhosis, 
leukemia, purpura, and Von Jahsch’s pseudoleukemia 

Syphilis can be excluded by a positive Wassermann and other 
evidences of lues 

In malaria the finding of parasites in the blood and the 
temperature curves clinch the diagnosis Splenic enlargements 
and hemorrhage due to intestinal parasites usually present an 
eosmophilia together with parasites or ova m the stools 

Congenital hemolytic jaundice shows an increased fragility 
of red blood-cells and an acholemic jaundice This condition is 
quite rare in' infants When present there is evidence of acute 
blood destruction It often occurs m more than one child in a 
family 

In Hanot’s cirrhosis the liver is primarily involved, and the 
disease is associated with intense icterus, leukocytosis, and fe\ er 
The leukemias are usually detected by careful blood exam- 
ination With the exception of the acute lymphatic leukemia 
they are quite rare In the latter condition hemorrhages from 
all the mucous membranes may occur The white count is gieatly 
increased, elevation of temperature is noted, and the course is 
more rapid than m the other forms of leukemia 

Purpura hmmorrhagica presents a marked reduction in blood- 
platelets — below 150,000 — associated with petechise, and usu- 
ally a slight increase in the white blood-cells 

Von Jaksch’s pseudoleukemia occurs in infants between the 
ages of six and twenty-four months The white count ranges 
from 20,000 to 50,000, with an increase in mononuclears and the 
presence of myelocytes The blood findin g s and spleen suggest 
the quite evident diagnosis 

A thorough general and blood examination is necessary in all 
cases of hemorrhage in order to institute proper therapy 

Banti’s disease is accompanied by a marked enlargement of 
the spleen, m the later stages by enlargement of the liver, jaun- 
dice, and cirrhosis There is a maiked leukopenia, often to 
1000 There is an increase in urobilin, which is the most char- 
acteristic sign of blood destruction The eosinophils usually 
disappear and there is a marked tendency to hemorrhage 
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I Orthostatic AUbumixuria 

II Acute Glomerular Nephritis 

III Chronic Glomerular Nephritis. 

IV Acute Yellow Atrophx 

I ORTHOSTATIC albuminuria 

The patient is a young boy sixteen years of age w ho was first 
examined in 1920 At this time he had no complaint but in the 
course of physical examination albumin was found m the urine 
The physical findings at this time show ed a rather poorly nour- 
ished pale boy The heart was normal m size A systolic mur- 
mur was heard oxer the pulmonic area The systolic blood- 
pressure was 110 mm , diastolic 80 mm The spine showed no 
lordosis, but the posture of the boy was described as droopmg 
All other findings were negatixe except the albuminuria Cal- 
cium oxalate crystals were observed in the sediment The pa- 
tient was advised to rest m bed, lying flat on his back for twenty- 
four hours Examination of the morning specimen of urine for 
albumin gax e a negatix e result The boy was then told to run 
about the room, a fresh specimen of urine xvas collected, and 
albumin was now found to be positixe A diagnosis of ortho- 
static albuminuria was made I wish to present this patient to 
3 ou with his story for the past four years He has had no mter- 
current illnesses As you see, albuminuria is still present and 
disappears from the unne after a night’s rest This chart 
(Fig 279) is a record of the height, weight, and blood-pressure 
of the patient for the entire period You notice that the patient 
has been underweight as compared to the average weight for 
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his height I think this improtant, as it points to the relation 
of orthostatic albuminuria, to the changes in stature, body 
development, and growth of the young child as it proceeds from 



ACUTE GLOMERULAR NEPHRITIS 


1593 


puberty to adolescence Very often this type of albuminuria is 
first obsened at the onset of puberty and may persist for a 
number of years during active growth, only to disappear m 
later full dex elopment The relation of orthostatic albuminuria 
to lordosis of the lumbar spine is weE known and was first 
emphasized by Jehle The blood-piessure readings may be 
considered normal for this boy Patients with orthostatic 
albuminuria may present \ ariations m the cardiovascular sys- 
tem such as a ptotic heart, as seen m the fluoroscope — accentua- 
tion of the second pulmonic and systolic functional murmurs 
The blood-pressure is usually normal or low What constitutes 
normal blood-pressure m a young child may probably be a 
subject ol question, but the absence of any marked variation 
over a number of years m the presence of an albuminuria may 
be taken as evidence of absence of glomerular renal disturbance. 

Of equal importance is the absence of cardiac hypertrophy 
Whereas the presence of blood-pressure mcrease without cardiac 
hypertrophy may speak for a renal lesion, it is probably more 
correct to 'say that mcrease m blood-pressure, transitory or 
permanent if associated with cardiac hypertrophy and albu- 
minuria speaks against a functional or orthostatic albuminuria 
I wish therefore, to direct your attention to the importance of 
carefuUy examining the heart and watching the blood-pressure 
oxer a period of years The diagnostic data of orthostatic al- 
buminuria may be summarized as an albuminuria postural, 
occurring m young growing children, disappearing on rest, asso- 
ciated with normal or low blood-pressure and normal cardiac 
outline 

H ACUTE GLOMERULAR NEPHRITIS 

The second patient is a young boy nineteen years of age 
In February 1924 he was admitted to the hospital complaining 
of headache, xomitmg, and swelling of the face Three and a 
half weeks previous to admission he had chickenpox He took 
the ordinarx precautions, but about a week before admission he 
noticed sw elling of his eyelids and complained of headache This 
condition graduaUy increased in seventy', and on the day of 
entrance he xomited, the headache was sex ere, and he noticed 
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that his urine was red The previous history of the young man 
is not of interest Physical examination showed a tall, young, 
pale boy with edema of face and eyelids The heart was normal 
m size Pulse was forceful and of high tension Blood-pressure 
on admission was systolic 150, diastolic 70, temperature, 98 6° 
F , pulse, 60, respiration, 18, urine scanty, specific gravity, 1030, _ 
albumin strongly positive and many red blood-cells and casts, 
blood, hemoglobin 80, red cells 4,000,000, white cells 99,500, 
N P N , 94 A diagnosis of acute glomerular nephritis was 
made 

He remained in the hospital for a period of one month 
With restriction of fluid intake and low protein salt-free diet 
the edema disappeared The blood-pressure remained high for 
a period of one week and then dropped to 140/70 On February 
18th he developed a sore throat, rhinitis and cough, and tem- 
perature gradually rose to 102° F The urine, which had up 
to now contained only a few red cells, now showed an increased 
number and the blood-pressure rose to 140 %-Ray examination 
revealed a clouding of the left antrum Fluids were now unre- 
stricted Elimination was now increased by magnesium sulphate 
and Dover’s powder The patient’s condition improved dailv 
Temperature normal, fewer red blood-cells in the urine Patient 
was then placed on an increased amount of protein 70 gm , fat 
120 gm , carbohydrates 285 gm Blood-pressure at time of dis- 
charge was 132/90 The patient was sent home and advised 
to remain on standard nephritic salt-poor diet 

One month later examination showed no change from pre- 
vious condition on discharge The patient was advised to con- 
tinue the same routine Three months later blood-pressure was 
taken, and reading was 125, no change in size of heart Six 
months later the patient was seen again Tlus tune the urine 
was free of any trace of albumin In tlus period he has been 
on a fairly liberal diet He eats meat twice weekly, eggs 1 to 3 
daily He has learned to avoid spices and condiments As you 
see him, approximately eighteen months since onset, he is a 
well-nounshed young man, the unne is now again negative 
His blood-pressure ranges from 120 to 125 systolic and 70 
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diastolic There are no changes in the heart, no change m the 
lungs I present him as a case of acute glomerular nephritis, 
mth complete healing I think it is safe to say this m view of 
the fact that he is free of am blood-pressure changes for a period 
of a year There is no evidence of renal disturbance His urine 
is of normal specific gravity and a water test shows that he is 
able to eliminate and concentrate 

HI CHRONIC GLOMERULAR NEPHRITIS 

» 

The third patient is also a young boy eighteen years of age 
He was first examined in 1921 The left ear was discharging 
pus and this had been present for a number of years The heart 
measured 8 5 cm to left of midstemal lme and 2 5 cm to the 
nght of midstemal hne The blood-pressure was 120 mm sys- 
tolic and 80 mm diastolic The urine was strongly positive for 
alb umin and many hyaline and granular casts were also found 
Co-operation was not obtamed from the family and the patient 
was not seen again for a time 

In 1923, two years later he was seen with an acute ton- 
sillitis The ear condition had healed The heart outlines were 
unchanged, the blood-pressure, howeier, was 148 sjstohc and 
60 diastolic The unne now contained albumin, red blood- 
cells, hyalme and granular casts Patient was treated as an 
acute tonsillitis and acute nephritis Salicylates were not 
gi\ en The diet was restricted to fluids and fruit juices Hos- 
pitalization was not consented to The patient was not seen 
again until March 1924 In the interval he had had his tonsils 
* remo\ed The following changes were noted The left heart 
border was 10 5 cm to left of midstemal lme The nght 2 5 
cm , the blood-pressure 140 sj stohc, 70 diastolic An acute 
bronchitis was also noted and the unne contained alb umin , 
hyaline casts, no edema At the present time you see the patient 
is a robust, tall young bo> He has no complaint The heart is 
101 cm to left of midstemal line and 2 \ cm to the nght The 
blood-pressure is 146 s> stohc diastolic 70 The unne is positn e 
for albumin, and contains many hyaline casts There are no 
other physical findings of importance 
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I have presented this patient to you because he represents a 
record of a patient in the private practice of medicine, and will 
exemplify the difficulties you may encounter m the study and 
the control of certain patients Howe\ er, m spite of these diffi- 
culties let us analyze the story of our patient 

In the absence of any definite history we may be justified in 
assuming that this boy at one time had an acute infection, 
probably an acute otitis media, and that associated with it he 
had an acute nephritis which was not recognized As he came 
to us in 1921 he presents a picture of either a (1) postnephntic 
albuminuria (2) heahng with defect, or (3) a chrome glomerular 
nephritis, or (4) possibly a nephrosis 

If a complete healing of an acute nephritis, as exemplified 
by our second case does not occur, there rem ains varying types 
of clinical manifestation depending on the seventy of the lesion 
The first and the mildest of these is the so-called (1) post- 
nephntic albummuna No other symptoms or signs are present 
except the albummuna, no changes m cardiovascular system, 
occasional red blood-cells, and the patient goes along through 
life without disturbance of any kind A second form represents 
the so-called (2) heahng with defect The clinical findings are 
those of positix e albumin, which mcreases with exertion and sub- 
sides with rest Casts and a few red blood-cells are present 
Kidney function is normal and there are no changes m the car- 
diovascular apparatus The lesion, as a general rule, is not 
progressive There may be a very slight tendency to edema 
Mild infection may produce edema together with an increase 
in red cells Such patients get along well on a moderately re- 
stricted diet It is this type of patient which should be observed, 
but not frightened, as to his future 

The third possibility is the development of a chrome glomer- 
ular nephritis Of greatest diagnostic significance is the gradual 
development of a high systohe blood-pressure This may extend 
over a period of years, as in our case, but the increase is a con- 
stant one In children it is important to make repeated exam- 
inations because, owing to psychic disturbance, vasomotor 
instability and many other factors variations of blood-pressure, 
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are so frequently obsened If a hypertrophy of the left \en- 
tnde is also demonstrated one may speak without doubt of the 
presence of a renal lesion Such is the finding m our patient 
(and there is no \ alvular defect 1 ) At the present stage we may 
term this a “chrome glomerular nephritis ” I do not think one 
need consider a true nephrosis in this case Nephrosis as you 
know, is a degenera tn e disease of the kidney tubules The 
etiology is much m question The true nephroses are believed 
to be associated with constitutional disturbance thyroid dis- 
turbances, lues (?) tuberculosis, chrome infections and recently 
it has been claimed that it is due to staphylococcic infections 
The true nephroses are characterized clinically by marked 
edema, pallor, and weakness The unne is of high specific 
gravity, alb umin is present in as high as 5 to 10 per cept , hyaline 
fatty casts are present, and double refractile fatty substances are 
found m the sediment The kidney functional studies of the 
blood are normal, but there is a difficulty in excreting chlonds 
The nitrogen content of the unne is increased The blood shows 
a loss of albumin — figures of 3 to 4 per cent against a normal of 
6 to S per cent are often found The blood cholesterol 15 in- 
creased The blood-pressure is normal, the heart is normal in 
size The patients may remain well for a long penod They 
may loose their edema They may, but rarely eaer pass into 
the stage of secondary contracted kidney Death is generally 
due to a secondary infection — most commonly a pneumococcus 
peritonitis The diagnosis of a true nephrosis is difficult at times 
and particularly in the edema-free stage As distinct from neph- 
ritis, a nephrosis is characterized by the absence of red blood- 
cells in the unne, the absence of blood-pressure ele\ation and 
absence of cardiac changes A chrome glomerular nephnhs 
with edema may present the clinical picture of a nephrosis 
Volhard speaks of this as a nephntis with a nephrotic “Ein- 
schlag” The differentiation may be difficult, but again, the 
presence of red blood-cells in the sediment, the increased blood- 
pressure, and the cardiac hypertrophy sene to differentiate 
Double refractile lipoid bodies may be present in the unne m 
this tape of case as well as in true nephrosis 
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Let us now return to our patient He has, as you see, a great 
quantity of albumin m the urine many hyaline casts There 
are no red blood-cells, no double refractile bodies The kidney 
function tests are normal I behe\e the patient represents a 
form of chrome glomerular nephritis in an edema-free stage The 
high blood-pressure and the heart hypertrophy point to the 
glomerular character of the renal lesion Of course it is not with- 
out doubt that tubular changes are present Let us now say 
a few words as to the probable course As the young man 
advances in age signs of cardiac insufficiency will develop They 
may become mamfest by shortness of breath, cough, precordial 
distress, and, finally, a true picture of cardiac failure Noctuna 
may be the earliest symptom of impaired renal function, but 
normal functional kidney tests may be obtamed for many 
years It is difficult to say how long such a case may go on 
The development of repeated infections, cardiac symptoms, 
changes m the eye-grounds, and tendency to edema serve as a 
guide to the progressive character of the disease The majority 
of these patients present themselves because of the edema and 
the cardiac discomfort, and the renal origin of the lesion may be 
entirely overlooked Uremia may, but seldom does, occur in 
this type of case It is more common m the secondary contracted 
kidneys, with signs of insufficient kidney 

Do not attempt rigid measures in the treatment of such a 
case In the absence of edema and with normal kidney function 
all the usual restrictions should be moderated Occupation should 
be restricted so as not to throv excessive work on the cardio- 
vascular system Dietary restrictions generally are made very 
severe, but, on the whole, I think this is unnecessary It is 
sufficient to instruct the patient to omit spices and condiments 
A low-protein diet is also advisable With the development of 
edema, rest m bed, cardiac stimulation, and the simple meas- 
ures of elimination should be advised 

IV ACUTE YELLOW ATROPHY 

This disease is considered rare I wish to present to you the 
history of a case which we recently observed, and then show you 
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the pathologic specimen The patient, a woman forty years of 
age, entered the hospital July 1, 1925 She was apparently well 
up to three weeks before entrance, when she felt warm, per- 
spired freely, but had no chill Wi thin a week there was jaun- 
dice, day-colored stools, and a sensation of creeping under the 
skin Following the onset of jaundice patient began to vomit 
once to twice daily There was no association of pam at the time 
of \ omitmg, nor has there been any pam at any time m the entire 
course The jaundice has become deeper There has been no 
previous attacks of jaundice The history is otherwise negative 
The patient is married, has 4 children living and well, has had one 
miscarriage at three months, and one still-birth There is nothing 
in the history or findings to suggest a recent pregnancy 

On physical examination, we observed an intensely jaundiced 
■woman, who was drowsy The icterus was most intense, so that 
the examining-room physician diagnosed obstructive jaundice 
However, it was noted that although a high grade of jaundice 
was present, the liver was not palpable The normal liver 
dulness was not marked The abdomen was relaxed, there was 
no pam or local tenderness The stools were clay colored, and 
on the first examination the Schmidt test for bile was negative 
On the second and third examination a Schmidt test for bile was 
positix e The unne was definitely bile colored, contained a trace 
of albumin, but no Ieucin or tyrosin crystals were found on re- 
peated examination van den B ergh test was positive indirect and 
direct TheWassermannwas negative, theblood-culturenegative 
The impression first held by most of us was that the patient 
had an obstructive jaundice In the absence of a story of pam, 
or colic of any hind, the diagnosis of “obstructive jaundice” 
was questioned I suggested that the patient might have a 
sex ere catarrhal jaundice which progresses into an acute yellow 
atrophy, or, as more commonly expressed, a case of acute yellow 
atrophy wluch begins with the symptoms of acute catarr hal 
jaundice There was little in fax’or of such a diagnosis when the 
patient was first seen, except the story of progressive jaundice, 
repeated vomiting of bile without pam, the toxemia and the 
presence of bile in the stools, pointing to absence of complete 
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obstruction The temperature at this time w as normal, the white 
blood-count was 10,400, red blood-count 4,600,000 On' the 
ninth day a duodenal drainage by Lyons’ method was made, 
and definite a bile, b bile, c bile were obtained Tlus strength- 
ened our idea that there was no obstruction of the bile passage 
Cultures of the bile were negative On July 15th we noticed 
marked diminution in liver dulness The patient was listless 
and drowsy, took no interest in things The CO» content of 
blood-plasma was 50 4 per cent a olume 

On the 18th, drowsy, could not be aroused, comatose The 
patient’s coma increased, a hypostatic pneumonia de\ eloped, 
death occurred on the tw enty-fourth day after admission A 
postmortem examination was held by the corner’s physician, and 
I am able to show you a portion of the hx er which Dr McCarthy 
secured for us The liver is shrunken m size, it is flabby, its 
capsule is wrinkled The cut surface shows the typical raised 
yellow areas with mottled red areas depressed below the yellow 
areas The etiology of acute yellow atrophy is not definite 
It is most common in w’omen following pregnancy It is said 
to follow acute streptococcus infections, influenza and typhus 
fever The relation to acute catarrhal jaundice is an inter- 
esting one Some authors, particularly of the French school, 
hold that catarrhal jaundice is a benign mfectix e icterus due to 
changes in the lixer cells and not obstructive m character 
Recently there has been numerous observations to the effect 
that such so-called benign infective icterus may be the early 
stage of acute yellow atrophy, and that severe cases represent 
the true yellow’ atrophy The relation to lues and saharsan is 
also an interesting one Yellow atrophy may occur m secondary 
lues, and is known to liaxe increased since the introduction of 
salvarsan We are entirely at a loss to account for the cause in 
this case There is a story’ of the patient having received some 
hypodermic injections but the postmortem revealed no changes 
m any of the other organs which might point to poisomng It 
is interesting to note that the clinical opinion of acute yellow 
atrophy w r as expressed because of having seen a number of 
similar cases of severe so-called catarrhal jaundice which pro- 
gressed to acute yellow atrophy 
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SOME COMPLICATED AND UNCOMMON GASTRIC 

LESIONS 

Although pathologic states of the stomach other than peptic 
ulcer and gastric carcinoma are met with not infrequently yet 
only rarely is the preopera ti\ e or antemortem diagnosis of the 
less common morbid gastric conditions confidently predicted 
Indeed, m a retrospects e suney of the cases followed to the 
operating and autopsy rooms one is struck by the constancy 
with which simple ulcer or carcinoma is diagnosed m spite of 
insufficient evidence or the presence of incompatibilities 

In order to further our acquaintanceship and thereby enhance 
the more frequent recognition clinically of different types of 
gastnc lesions, I ha\ e selected for this clinic 3 cases representing 
conditions which furnish, as a rule, diagnostic difficulties 

I MULTIPLICITY OF GASTRIC LESldNS— THE IMPORTANCE OF 
OCCULT BLOOD IN THE STOOL 

Cluneal Hislorv — The first case concerns an individual 
fiftj -three years of age, who, after being obsen ed and treated on 
the medical service for gastnc ulcer during a penod of si\ w eehs, 
was transferred to surgery The preoperatne anamnesis and 
findings are well summarized m a resume wntten into the record 
of the case by niv colleague, Dr Walter L Palmer under whose 
charge the patient was placed It reads, “This patient ga\ e a 
fair ulcer story, one of cramp-like pam m the upper abdomen 
occumng penodically for the past fi\e to seien years The 
e\act duration of each attack could not be definitely ascertained, 
but the pam was present eiery da> for a few days or weeks 
10L.Q — IOI 1601 
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followed by a pain-free penod of considerably longer duration 
The patient did not strictly localize the pain, but indicated that 
it was felt across the entire upper abdomen The distress mani- 
fested itself, beginning usually from one to three hours after 
meals The effect of food taking and alkalis had not been defi- 
nitely determined previously, but in the hospital it was found 
that the ingestion of food (egg-nog), the a dmini stration of 
alkalis, i omiting, and aspiration of the stomach gave complete 
relief The introduction of acid mto the stomach brought on 
regularly his distress, which disappeared when the acid w r as 
neutralized In short, it presented the characteristics of a chem- 
ical type of pain During the past six weeks the patient has been 
on strict Sippy management for peptic ulcer, during which time 
he has been entirely pan 1 free and has gamed 28 pounds m weight 
During the course of treatment the seventy of the pam pro- 
duced by the introduction of acid mto the stomach steadily 
decreased as the length of the penod of management increased, 
so that in the recent final test the patient expenenced practically 
no discomfort whatever 

“The patient is not being referred to surgery because of pyloric 
obstruction for this has practically disappeared under manage- 
ment, and therefore was probably inflammatory or spastic m 
nature The rather frequent vo mitin g which was complained 
of upon admission occurred always at the height of the pam, and 
hence could be attributed to the distress The deciding factor 
m recommending surgical intervention is the persistence dunng 
management of chemical blood m the inside of formed stools upon 
repeated, careful examinations, m spite of the favorable results 
(relief from pam, alleviation of obstruction, gam m weight) of 
therapy It is on the basis of the findin g of blood in the stools 
under the conditions mentioned that there is diagnosed, in 
addition to a peptic ulcer, a second lesion, whether associated 
with or mdependent of the first, is at this time problematic 
The roentgenologic fin dings of a low-grade pylonc obstruction 
with indefinite evidence of a prepyloric lesion, the nature of 
which even after repeated examination is conjectural, forces 
the diagnosis to rest upon clinical data On the basis of the 
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above findings tbe presence of a peptic ulcer can be confidently 
predicted associated with most likely a carcinomatous degen- 
eration of a portion thereof or else an independent early malig- 
nant neoplasm ” 

The operation was performed by Dr Karl A Meyer, who 
resected the distal two- thirds of the stomach, mvagmatmg the 
duodenum, and unitin g the remainder of the stomach with the 
jejunum through an end-to-side anastomosis No evidence of 
in\ olvement by metastases of the glands or other abdominal 
structures was found The patient’s postoperative course has 
been unei entful and he has had no complaints whatever 

Surgical Specimen — The resected portion of stomach which 
has been cut along its greater curvature is, as you see (Fig 280), 
an unusual one, for m this one specimen are represented three 
distinct types of gastric disease 

Corresponding to the site on the outside of the stomach of a 
palpable and visible fibrous thickening, a shallow, o\al defect 
(a) of the gastric lining is found situated along the lesser curva- 
ture The margins of this ulcer are quite regular the edges only 
slighth raised, and the walls gently sloping The base is smooth 
and the floor covered by a thin layer of debris Converging 
toward the ulcer are radiating lines, indicating that the process 
of healing had led to cicatricial changes at the site of the lesion 
There are no alterations in any portion of this ulcer, macro- or 
microscopic, to indicate the presence of a malignant process 

Distal to the point of ulceration and limited exclusively to 
the pv lone portion, the mucous membrane is thick er and tougher 
than normal, and presents closely set, circumscribed, verrucous 
and relatively smooth prominences of various size and height 
The w arty excrescences are grouped mainly in the immediate pre- 
pyloric zone where they form sessile polyps One such polypoid 
growth (i b ) with a broad base lies adjacent to the distal end of 
the oxal ulcer The anatomic picture is that of a verrucous 
and polypoid catarrhal gastritis limited to the pylonc region 
the proximal portion of the resected stomach being free from the 
abo\ e described changes 

If one observes the prepjlonc zone closely a very shallow 
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defect (c) hardly more than a mucosal erosion, its depth exag- 
gerated by virtue of the thickened mucous membrane about it, 
is disclosed This ulceration which has been inadvertently 



Fig 280 — Multiplicity of lesions in a resected stomach and first centi 
meter of duodenum opened along the greater curvature The irregular mu 
cosal thickenings in the immediate prepyloric zone and along the di\ided 
edges represent a polypoid gastritis One isolated sessile poh p ( b ) is located 
on the lesser curvature, and distal to it is a healing peptic ulcer (a) A sec- 
ond but less prominent indefinitely demarcated defect (c) through which the 
incision has passed is an early carcinoma, superficial^ ulcerated (see Figs 
281 and 282) 

divided m opening the resected portion, measuring in all approxi- 
mately 1 cm in diameter, has irregular margms and an uneven 
floor The consistency and color of the tissue comprising its 
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edges and base do not differ in any remarkable manner from 
the surrounding tissues, nor are the gastric layers subjacent to 
the ulcer definitely fixed to each other On the cut surfaces 
the base instead of bemg, as m a peptic ulcer, smooth, homo- 
geneous and glistening is here rather rough granular and 
opaque A microscopic preparation made to include the entire 
ulcer shows normal mucous membrane at each edge with large 
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Tig 281 — Margin of the ulcerating, superficial lesion (e) pictured in 
Fig 280 The glandular elements are atypical in appearance (see Fig 283), 
but do not penetrate the musculans mucosa: A marked inflammaton cell 
reaction is present 


atypical glands at one margin (rig 2S1) adjacent to which the 
tissue takes on the appearance of a scirrhus (Fig 282) Here 
the acini scattered m a fibrous stroma rich m collagen fibers 
are smaller and exhibit a marked deviation from the normal 
both as to form and relationship The individual cells com- 
prising these glands likewise present atypical characteristics 
The glandular elements m the section examined are seen to 
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break through the muscularis mucosa} to invade the submucosa, 
extending to, but not involving the muscularis The surface 
of the growth is superficially ulcerated and the subjacent tissues 
infiltrated by inflammatory cells The unanimous opinion of 
several pathologists who have examined this section is that it 
represents an early carcinoma In histologic preparations from 
various other portions of the resected stomach, including several 



Fig 282 — Carcinomatous proliferation of the gastric glands with invasion 
of the submucosa From the central portion of the same microscopic section 
of which Tig 281 forms the peripheral part 


of the polyps, no evidence of carcinomatous growth can be found 
So-called precancerous changes — i e , the presence of rather 
atypical prohferated glandular elements with cells containing 
hyperchromatic nuclei — are frequently encountered (Fig 283), 
but the significance of these structures is as yet not established 
Comment — The anatomic changes m the stomach explain 
quite adequately the complexity of clinical findings, for it can be 
assumed that the therapeutic management led to reparative 
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processes in the peptic ulcer, and consequent disappearance of 
the pain and vomiting, but failed to influence the superficial 
carcinomatous ulcer -which -was responsible for the persistent 
blood in the stools That the importance attributed to this 
solitary finding of chemical blood m the stools in repeated ex- 
aminations, m spite of the apparent response to therapy, was 
quite justifiable is borne out by the operative fi n di n gs The 
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Fig 283 — Adenomatous h> perplasia in a polvpcud excrescence of the 
mucosa The somewhat atvpical appearance and distinct h>perchn>mati«m 
involving the acini in the upper left comer of the section suggests 1 resem- 
blance to the glands in Tig 2S1 


v alue of the test for occult blood (assuming, of course the usual 
sources of error are eliminated) in gastrointestinal disease as 
illustrated in the foregoing case indicates its more frequent 
utilization 

Although the polypoid condition pla\ ed no direct role in the 
clinical picture ne\ ertheless a consideration of its possibilities 
might be of \iluc m that polyps unless portions thereof are 
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aspirated, almost always elude recognition tn vivo It should be 
remembered that the tendency toward ulceration of benign poly- 
poid growths which -has been known for a long time not infre- 
quently leads to the presence of blood in the feces Whether the 
possibility of a polyposis was considered to account for the per- 
sistent chemical blood is not stated, but the relative frequency of 
carcinoma and the age of the patient (fifty-three years) would be 
weighty factors in favor of the diagnosis of malignancy Al- 
though gastnc polyps when situated in the region of the pylorus 
may give rise to cramp-like pain and the symptom-complex of 
pyloric stenosis (Ledderhosc 1 ), there is no basis for incriminat- 
ing them m this case, for the pain as demonstrated so clearly 
by Dr Palmer was of a chemical nature, whereas the obstruc- 
tive phenomena were practically entirely relieved by ulcer man- 
agement A retrospective study of the ac-ray films discloses in 
the prepyloric zone an occasional area slightly smaller than a 
cherry seed, somewhat circumscribed, and a trifle less radio- 
paque than the surrounding gastnc shadow, requiring, however, 
extremely close examination for its discernment 

From the standpomt of genesis and the interrelationship of 
the various morbid processes found m this stomach many inter- 
esting problems can be evolved, a discussion of wluch, however, 
would carry us too far Whether or not the presence of the peptic 
ulcer antedated and produced the catarrhal gastritis, or whether 
the latter was pre-existent and a factor m the development of 
the former, is highly conjectural The association of the car- 
cinomatous ulcer and the hyperplastic polypoid mucosa of the 
stomach is, on the other hand, a definite sequential one, for the 
tendency toward malignant degeneration is characteristic of 
mucous polyps, occurring m 50 to 60 per cent of the cases 
(Albu 2 ) According to the same writer, polyposis forms the 
second most important precarcinomatous morbid condition of 
the stomach peptic ulcer being the first (Figures 28^, 281, and 
282 illustrate in the order named progressive degrees of varia- 
tion of glandular elements fiom the normal, and may represent 
graphically successive stages in the transformation of an adeno- 
matous polyp into an adenocarcinoma) It seems, therefore, 
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desirable that if in a stomach in which at operation m addition 
to another gastric lesion a polyposis limited to the pylorus (which 
is the more frequent localization) is found, a gastric resection 
should be performed Smce m the case presented the polypoid 
state was well within the limi ts of the resection a most fa\or- 
able outcome made possible through careful stool analysis and 
clinical interpretation together with judicial surgery, is antici- 
pated 


n LINITIS PLASTICA— LEATHER-BOTTLE STOMACH 

Cluneal Etstory — The second case is that of A P a white 
male also fifty-three years of age, who complained upon en- 
trance ol epigastric pain \ omiting constipation and the loss 
of weight all of one month’s duration The pain was of a sharp 
character more or less continuous, and aggravated bj r eating 
Emesis at the onset of the disease, did not occur until at least 
several minutes after the intake of food The vomitus at that 
tune consisted apparently of gastric contents, smce mgested 
milk, for instance was returned m curds As the course of the 
disease progressed how e\ er the \ omiting w ould follow in an in- 
creasingly shorter penod of time so that during the few days 
pnor to admission mgested food was returned within a minute 
or tw o The loss of weight during the month’s illness was esti- 
mated at 20 pounds, constipation of an extreme degree was 
present during that time 

The essential physical findings consisted of a marked degree 
of emaciation and obvious weakness, a scaphoid abdomen with 
a shght fulness in the epigastric region, where a sense of resistance 
and a questionable smooth firm rounded mass was encountered 
The patient was requested to swallow as much wrater as possible 
and i oluntanly limited the amount to one mouthful After 
about thirty seconds singultus occurred, immediately followed 
by regurgitation of the fluid Using milk in a second test, the 
patient swallowed 4 ounces which was regurgitated m part 
within fifteen seconds, the remainder following within the next 
minute None of the returned milk was coagulated 

On the basis of the anamnesis and the abo\e observations 
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Dr Lawrence Jacques assumed an extensive lesion of the stom- 
ach leadmg to extreme diminution of its capacity to be present 
Dr Jacques reasoned that since the patient a short time pre- 
viously had vomited coagulated milk, it was evident that the 
food ingested then came m contact mth the gastric juice, and 
he excluded therefore an obstruction at or above the cardia 
The failure of the milk to curdle at the present time he inter- 
preted to be due to a further stage of the original process, leadmg 
to the inability of the stomach to retain even small amounts 
The diagnosis submitted before the patient was examined fluoros- 
copically was leather-bottle stomach probably as a result of 
diffuse carcinomatous involvement 

Smce the degree of emanation and dehydration demanded 
immediate action, the esophagus and stomach were examined 
roentgenologically and the patient prepared for operation shortly 
after the entrance ex amin ation was made The x-ray report 
submitted by Dr C A Matthews reads, “There was noted an 
extreme delay m the passage of the banum mixture to the distal 
esophagus The lower end of the esophagus was distenedd to a 
width of 2J inches supporting a column of a smaller diameter 
reaching to the pharynx The proximal stomach distended to 
walnut size, beyond which was found a narrow filament about 
3 mches in length, followed by a large thimble-sized banum 
shadow which may be pylonc extremity or small duodenal bulb 
If the stomach has not been subjected to an operative procedure, 
a contracting lesion such as scirrhous carcinoma may be pre- 
sumed to cause almost complete obliteration of the cavity of the 
stomach ” 

A laparotomy performed under local, supplemented by nitrous 
oxid, anesthesia disclosed an extremely shrunken stomach which 
formed a sausage-shaped mass in the upper abdomen On ac- 
count of the almost complete obliteration of the gastnc lumen a 
jejunostomy was performed The postoperative course was un- 
eventful until the jejunostomy tube broke loose from its attach- 
ments and required reinsertion Following replacement of the 
catheter the patient went rapidly down hill and died with signs 
of a generalized peritonitis 
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Morbid Anatomy — The enterostomy opening was collapsed, 
and the tube which had recently been replaced was found lying 
free in the abdominal cavity with a resulting diffuse fibnno- 
purulent peritonitis, the immediate cause of death There were 





Tig 284 — Lmitis plastica The extreme shrinkage maolaes the entire 
stomach The proximal half of the stomach is laid open to expose the lumen 
and the cut section of its avail The thickened submucosa from aah ch fibrous 
strands pass into the ha pcrtrophicd mu'culans is best seen ju«t bej ond the 
card'O esophageal junction (c) \ portion of duodenum (d) is attached 

other changes in the body associated with and independent of 
the acute infection but of no direct relationship to the gastric 
pathologt 

The stolnach is indeed an unusual one from the standpoint 
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of size (Fig 284) Its description, and also that of the esophagus 
dictated at the necropsy reads, “This stomach measures from 
the pylorus to the cardia along the greater curvature 16 cm , 
along the lesser curvature 11 5 cm The organ is smooth out- 
side and extremely shrunken, forming a sausage-shaped, semi- 
circular mass, with greatly thickened walls When opened along 
the lesser curvature its lumen is seen to be greatly diminished 
its mucosa smooth and intact, and its vails thickened, due to 
an increase m the width of the submucosa and also of the mus- 
culans The thickness of the wall at the esophageal end is 7 
mm , at the pyloric end, 8 mm There is an abrupt thinning of 
the wall of the pylonc end of the stomach as it passes over into 
the duodenum The transition at the cardio-esophageal junc- 
tion is likewise distinct, the process bemg limited quite definitely 
to the stomach Although the cardio-esophageal and pyloric 
orifices are patent, there is significant narrowing which resists 
dilatation There are three enlarged lymph-glands along the 
greater cunatuie of the stomach which are pink, fleshy, and 
grossly free from tumor tissue ” 

The microscopic study of sections from many parts of the 
stomach and from the pengastnc lymph-glands after careful 
search fails to show any distinct evidence of carcinoma The 
outstanding changes m the stomach (Fig 285) are an atrophy of 
the mucosa, a striking dense, fibrous thickening of the sub- 
mucosa, and extension of connective-tissue bands through the 
musculans The lymph-glands are altered by focal fibrous re- 
placement of the normal structures 

Comment — In regard to the symptomatology of leather- 
bottle stomach a great deal can be written Those manifesta- 
tions which have as their basis a progressive decrease m the size 
of the gastric lumen are the only ones however, which are char- 
acteristic of the disease Of the greatest importance m the his- 
tory is the symptom of \omiting the nature of which can be 
readily deduced from a knowledge of the underlying pathology 
In the earty stages of the disease emesis is of little consequence, 
occurring rather infrequently As the capacity of the stomach 
diminishes, howe\er the \ omit mg or regurgitation becomes 
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more and more frequent being excited by the ingestion of pro- 
gressnely smaller amounts of lood, until finally intolerance to 
an excess above a surprisingly small amount of fluid develops 
The course and character of the \omitmg described above 
may be closely simulated by an esophageal constriction a fact 
of which the examiner of today’s case was fully cognizant In 
order to locate the site of obstruction Dr Jacques made special 



Fig 2S5 — Linitis plastica 1 he mucosa is atrophied and the submucosa 
grcath thickened b> virtue of a fibrous increase The smooth muscle-fibers 
are cut trans\ersclj A. lymphatic vessel (a) filled with round cells might 
be looked upon with this magnification as carcinomatous 


inquiry mto the nature of the a omitus during the earlier stages 
of the disease a consideration of much diagnostic importance 
The patient affirmed repeatedly that ingested milk formerly 
lias returned in a coagulated state, indicating that the milk 
reached the stomach and that the obstruction was, therefore, 
bejond the cardia a conclusion borne out b\ subsequent find- 
ings 



HARRY \ SINGER 


1614 

The presence of a sausage-shaped tumor lying transversely 
in the epigastrium is not a,n uncommon physical finding m the 
later stages, but more frequently only a sense of resistance is 
encountered The degree of motility of the shrunken organ is 
dependent upon the presence of adhesions, which m this in- 
stance were absent The position of various diagnostic methods 
dealing with the injection of u ater or inflation of the stomach has 
been usurped by the more enlightening roentgenologic examina- 
tion The evidence adduced through this means is by far the 
most valuable in the diagnosis of the condition for the diminutive 
lumen, the ngid walls (indicated by absence of peristalsis and in- 
compressibility of the organ), the patent pylorus, and the rapid 
emptying, m spite of which the esophagus remains filled, are 
usually demonstrable 

Under the term “linitis plastica,” or leather-bottle stomach, 
a variety of processes leading to a contracted state of the viscus 
have been mcluded (see Lyle 3 ) Where unmistakable malignant 
epithelial elements are conspicuous the genesis of the condition is 
dear, and the presence of a scirrhous carcinoma easily established 
There is a group of cases, however, m which the histologic dis- 
tinction between inflammatory and neoplastic contracture of the 
stomach is extremely difficult to draw The fact that the car- 
cinoma cells may be reduced to widely scattered islands or even 
to isolated cells m the dense connective-tissue stroma has prob- 
ably led to the inclusion of many scirrhous carcinomas in the 
benign group The absence of malignant cells over consider- 
able areas of the stomach m these cases has led to the assumption 
that linitis plastica is, m the majority of instances, the result 
of a healed or almost healed disseminated scirrhous carcinoma 
Ewing 4 concludes, “although the existence of miscellaneous 
forms of purely inflammatory gastric and pyloric stenosis can- 
not be denied, it non appears, largely through the critical 
analyses of Bret and Paviot, Mernel, Krompecher, and Makai, 
and others, that the great majority if not all the cases of limbs 
plastica are atypical fibrocarcinoma ” 

In our case a careful search for traces of carcinoma was in- 
stituted, serial sections of blocks of tissue from the stomach and 
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perigastric lymph-glands being examined ■with great pains An 
occasional group of round cells, collected m a lymphatic .vessel 
(Fig 285, a) gives the general appearance of a small spheroidal- 
cell scirrhus, but under higher magnification the cells present 
the morphologic characteristics of lymphocytes In many other 
places closely grouped cells suggesting the presence of heterotopic 
epithelial nests are, upon closer examination, seen to be pro- 
liferated endothelial and connective-tissue cells Although the 
inclination from the microscopic side is to look upon today’s 
case as benign, yet the possibility of undiscovered or obscured 
malignant elements is to be considered as veil as the personal 
factor in the interpretation of the proliferated cells found 

In his excellent article on the subject, Lyle 3 differentiates 
between the benign linitis plastica (diffuse fibrosis) and the ma- 
lignant, stating that the diagnosis of the benign form is rarely 
possible and always problematic It should be borne m mind 
that unless a specific etiologic factor (syphilis, diffuse phleg- 
monous gastritis, chrome venous stasis) can be demonstrated 
clinically to account for a benign contracture, or distinctive and 
associated findings (metastases, etc ) to indicate the presence of 
a carcinoma, the preoperative or antemortem diagnosis as to 
the type of leather-bottle stomach is highly conjectural 

IH LYMPHOSARCOMA INVOLVING THE STOMACH 
Cluneal Record — E N , a white male, entered this hospital 
for the first time four years ago, at which time he was fifty-four 
years of age He sought admission on account of swellings of 
the neck, the largest of which had its origin two years previous 
This tumefaction, after having been present for two months, 
disappeared spontaneously, to reappear after an interval of 
eight months At the time of its recurrence fourteen months 
previous to entrance the tumor was of hazelnut size, the growth 
having been progressi\ e since that time Simultaneous with the 
reappearance of the original tumor similar but smaller swellings 
were noted, these also having steadily increased m size At no 
time had he experienced any discomfort other than a fe elin g of 
heaviness In an inxentorv of symptoms by systems the only 
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additional noteworthy information was the loss of weight, ap- 
proximated at 25 pounds, during the year preceding entrance to 
the hospital The past history disclosed the fact that shortly 
after the primary recurrence the patient had undergone a throat 
operation, the nature of or indication for which could not be 
ascertained The history of a treated syphilis w f as obtained, 
there w r as no hnow'n tuberculosis m the family 

In the physical examination, there was disclosed m the an- 
terior and posterior triangles upon the nght side of the neck 
se% eral enlarged lymph-glands, freely movable, discrete, elastic, 
and painless to pressure, the largest of which being equal in 
size to a w'alnut A slight adenopathy at the angle of the jaw 
on the left side w r as also present No lymphatic enlargements 
were noted dsew'here except for palpable superficial inguinal 
glands w'hich were considered of insufficient size to be of signifi- 
cance The mediastinal dulness w r as not increased m extent, no 
abdominal masses were palpated, nor was the liver or spleen felt 
The laboratory tests at the time furnished the following in- 
formation Blood Wassermann anticomplementary m tw o sepa- 
rate tests, spinal fluid Wassermann negative, red cfll count 
4,960,000, w'hite cell count 12,200, of which 56 per cent were 
neutrophilic polymorphonuclear leukocytes, 33 per cent small 
lymphocytes, 9 per cent large lymphocytes (including probably 
monocytes), and 2 per cent eosinophils, Roentgen-ray examina- 
tion of the chest exhibited no increase in the mediastinal shadow, 
the stomach, duodenum, and colon w ere roentgenologically nega- 
tive No biopsy w T as performed 

The patient was discharged from the ward service after two 
w eeks with a diagnosis of Hodgkin’s disease and referred to the 
out-patient department for a.-ray therapy 

The patient returned recently, approximately four years 
after his first entrance, with the information that following x-ray 
therapy the cervical sw'elhngs had disappeared and that he had 
remained well up until eighteen months ago, w r hen he percen ed 
a gradual but progressive loss of w eight amounting to 55 pounds 
Concomitant with the decrease m weight there occurred a per- 
sistent weakness, so that during the past- two months he has been 
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unable to -work For tbe past year he has suffered from pain m 
the upper abdomen, at its begmnmg intermittent m character, 
but recently more or less constant at no time, however, related 
to food taking or bowel mo\ ement A mass was noticed by the 
patient m palpating his abdomen about one year ago This at 
first w as felt to be egg sized but has doubled in size since it was 
first perceix ed At no time has he x omited 

The patient upon examination presented the usual signs of 
cachexia In addition, an abdominal mass located m the left 
upper quadrant of indefinite outlines, firm not tender nor pos- 
sessed of respiratory mobility lias found In both groins were 
tumefactions one of these on the nght side being as large as a 
hens egg The swellings were nodular elastic not attached to 
the skm, but lacked mdependent mobility Xo cervical adenop- 
athy was present at this time 

As regards the laboratory side, the blood-picture was that of a 
high-grade secondary anemia with a normal white count, the 
test-meal rex ealed no free or organic acid, the motor meal showed 
no retention Stools were ordered to the laboratory but none 
w ere obtained before death An x-ray examination was scheduled 
and a gland remox'-ed for histologic and bacteriologic study, but 
before these examinations were completed the patient came to 
autopsy with the tentative clinical diagnosis of an abdominal 
malignancy or, as the next most likely underlying condition, 
Hodgkin’s disease 

Au lops} Findings — The postmortem performed shortly after 
death disclosed upon the external examination, in addition to the 
generalized anemia and the emaciation, a distinct enlargement 
of the inguinal glands, bilaterally, but no adenopathy of the 
superficial lymph-glands 'elsewhere 1 he abdominal tumor pal- 
pated dunng hfe consisted of a gastric neoplasm located on the 
greater curxature firmly agglutinated to a mass of coalesced 
pengastnc lymph-glands, the latter intimately bound to the 
tail 01 the pancreas which, in turn was mxaded bx tumor tissue 
The pengastnc structures were mx-ohed apparentlj by direct 
extension white neoplastic substance passing almost imper- 
ceptibly ox er into the normal structures The left adrenal gland 

\OL. 0 — 102 * 
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was invaded by the same type of tissue, the extension to it being 
easily traced in a contuiuous line from the stomach and periaortic 
glands The mediastinal glands and the contiguous portion of the 
left lung were similarfy 1 m oh cd by the same type of tumor tissue 
seen elsewhere A direct line of glands could be traced along the 
entire extent of the abdominal aorta, continued along the internal 
iliac and the first portion of the femoral 'vessels Everywhere 
the tumor tissue w as white, uniform in appearance, opaque and 
resilient 



Fig 286 — Lj mphosarcomatous involvement of the stomach The 
tumor masses (a, b, and c) hive the form of infiltrates The serous covering 
over the region of c is studded with millot-sccd-sizcd nodules (A) Infiltrate 
(a) is deeplv excavated md almost completely encircles the pj lone ring 

The stomach, as you see (Fig 286), is moderately mcreased 
m size and irregularly involved by tumor infiltrates Corre- 
sponding to the site of the largest of the neoplastic masses there 
are studded on the serosa large numbers of closely set opaque 
millet-seed-sized bodies (/l) The chamber of the opened stom- 
ach is seen to be more spacious than normal, the infiltrates 
failing to encroach upon the lumen of the stomach, but rather 
lending a firmness to its stretched walls In passing from the 
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esophagus distally the first tumor mass encountered (e), located 
on the greater curvature extending mainly on the posterior wall, 
and projecting m an exogastnc direction is a broad circular, 
undulatmg growth 12 cm m diameter, thickest m its central 
portion, beco min g thinner passing centnfugally The tumor 
tissue is resilient, and on section opaque, moist, a pure white 
and of hemogeneous structure The second infiltrate (b), which 
is 8 cm in diameter, is found distal to the first, and, with the ex- 
ception of its flat surface answers to the same description The 
pylonc nng is invaded m all but 1 S cm of its circumference by a 
third infiltrate (a), which differs from the previous two ip that it 
is deeply excavated, forming an ulcer with margins and base 
consisting of tumor tissue similar to that described above In 
spite of the presence of this lesion, before the pyloric region was 
mased, a noteworthy degree of stenosis was not demonstrable 

The microscopic preparations of tissue from various places 
present the characteristic features of a lymphosarcoma, the in- 
filtrative properties of which are well illustrated m this section 
of pancreas (Fig 287) 

Comment — This case is particularly unique for purposes of 
instruction m that it embodies in its dmical and anatomic mani- 
festations an unusual number of the classical characteristics ol 
lymphosarcoma and inasmuch as a knowledge of its natural 
history, general as well as 1oc§lI is most essential for the recog- 
nition, clinically, of the gastric phase of the disease a recapitula- 
tion of the representative features of lymphosarcoma as related 
to the case at hand, may proi e of \ alue 

Lymphosarcoma in General — Basmg his conclusions upon a 
study of 50 cases of lymphosarcoma and double the number ot 
related cases Kundrat 5 separated this disease from the other 
aleukemic lymphatic tumors through not only anatomic char- 
acteristics but also clinical features He pointed out that these 
tumors are connected genetically with the lymphatic apparatus, 
arising howcicr, not only from lymph-glands but also from 
adenoid tissues elsew here as in mucous membranes The growth 
does not remain limited to the site of origin but sooner or later 
extends bejond the capsules of the glands and boundaries of the 
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follicles, leading to a coalescence of the individual elements and 
infiltration of the surrounding tissues In this regard the lympho- 
sarcoma differs from other primary lymph-gland tumors, as 
leukemia and pseudoleukemia, m which, although the glands 
may become coalescent, they do so by virtue' of compression of 
their capsules In the case being presented today the primary 
growth had its origin presumably m the cervical glarids, but under 



Fig 287 — Lymphosarcomatous invasion of the pancreas The aggres- 
sive nature of the growth is evidenced by the wide separation of the pan 
creatic acini and islets by infiltrated tumor cells 

the influence of the Roentgen ray the neoplasm had entirely re- 
trogressed As pertains to the stomach, whether the involve- 
ment here represents a secondary spread or the site of the pri- 
mary growth cannot be unequivocally established In either 
e\ ent the origin of the tumor is obviously m the lymphatic ap- 
paratus The intimate relationship of the individual nodes along 
the greater curvature of the stomach and the obliteration of 
their outlines bear witness to the marked tendency of this growth 
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to spread beyond the fibrous capsules of the glands The ex- 
tension from the stomach to the perigastric glands (or perhaps 
the rexerse) and the mx oh ement of the pancreas and left ad- 
renal illustrate further the infiltratrv e property of the lympho- 
sarcoma 

Kundrat m aintain ed, furthermore, that lymphosarcoma is es- 
sentially a regional disease remaining restricted to several regions, 
spreading by direct propagation through the lymphatics to 
the neighboring glands or follicles and never becoming gener- 
alized as in leukemia and pseudoleukemia In solid tissues the 
extension is along the lines of least resistance m a tubular struc- 
ture with a mucous membrane lining for instance along the 
submucosa the infil tration spreading in a circular manner, as in 
carcinoma but expanded ox er a greater area, leading to widening 
rather than stenosis of the lumen Our case conforms to this 
regional conception in that only certain chains of glands are 
implicated whereas the axillary mesenteric anterior medias- 
tinal, and other groups which are frequently involved m a 
generalized process are spared The gastro-mtestmal involve- 
ment is likewise strictly regional Although only the pyloric 
growth encompases the lumen of the stomach, the other two in- 
filtrates are diffuse in character and tend to spread m a circular 
fashion and in spite of this, no narrowing is observ ed 

In addition to the original tumor and its local and regional 
extensions there occurs, according to Kundrat in distant organs 
similar growths assuming the characteristic form of diffuse 
multiple infiltrations which differ from ordinary metastases, as 
those occurring m carcinoma and true sarcoma in not being 
nodular Turthermore, a careful search will indicate the pres- 
ence of a continuous lj mphatic connection between the distant 
growth and the primary site in that the lymph-glands between 
the two are similarly affected Actual metastases which can be 
explained only by propagation through the blood-stream are 
isolated and rare, due to the fact that the grow th tends to com- 
press the blood-x essels The presence of many of the remote 
formations can be explained bx retrograde lymphatic extension 
rather than b\ hematogenous route The gastric tumor masses 
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in today’s cases exemplifies, according to the above description, 
the characteristics of secondary growths bemg 1 emote from the 
original source, and having the form and appearance of infil trates 
rather than nodules The extension by permeation of the lym- 
phatics can be traced from the primary site, presumably the 
cervical region, in a continuous chain through the postenor 
mediastinal to the upper abdominal, and m a further retrograde 
manner to the lower abdominal, iliac, femoral, and in guinal 
lymph-glands ’ 

The secondary affections, the same writer asserts, occur al- 
most exclusively m the gastro-mtestmal mucous membranes and 
serous coats, the former bemg a site very rarely involved in the 
most wide-spread and luxuriant types of neoplasms as true sar- 
coma and carcinoma In contrast to leukemia and pseudoleu- 
kemia one never sees involvement of the spleen and liver, which 
unless altered by extraneous processes, are actually decreased m 
size (due to marasmus) A shght diminution in size of the liver 
and spleen was noted also in our case, another point m common 
with the general features of lymphosarcoma Since there are so 
many important points of s imil arity between Kundrat’s descrip- 
tion of the disease and today’s case, the latter appears particu- 
larly well suited to serve as a model to illustrate the specific 
characteristics of lyznphosarcomatosis 

Lymphosarcoma of the Stomach — In regard to lymphosarcoma 
as it affects the stomach itself there are a number of distinctive 
local features m addition to those mentioned m the general dis- 
cussion of the disease that are noteworthy Kundrat calls at- 
tention to the observation that infiltrates are not predominantly 
located in the pyloric portion, a finding corroborated by others 
Sternberg 6 comments on the almost universal rule of dilatation 
of the stomach m the presence of lymphosarcoma, while Ruffin 7 
emphasizes in his category of clinical features of diagnostic 
value the absence of pylonc stenosis even though the ring may 
be encroached upon Peculiarly enough the stomach being 
demonstrated presents these three important characteristics of 
gastnc lymphosarcoma, for the greatest involvement lies toward 
the fundus, the capacity of the stomach is increased, and the 
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pylonc lesion leads to no significant degree of stenosis (clinic- 
ally the patient did not \ omit nor did the motor meal show re- 
tention) These changes might ha\e led to a suspicion of the 
true nature of the lesion had the patient been fluoroscoped 
The stiffness of the walls over a considerable portion of the 
gastric silhouette preventing peristaltic contractions would be 
further evidence favonng the diagnosis of lymphosarcoma 

The diagnosis however, is at best difficult unless the con- 
dition is not restricted to the stomach and regional glands A 
noteworthy feature in this case which might have aided m the 
diagnosis e\en before a biopsy was resorted to was the finding 
of enlarged inguinal glands Based upon the associated pres- 
ence of a well-marked superficial inguinal adenopathy the pre- 
diction can be (and actually was) made that a known gastric 
tumor is likely to be of lymphatic nature (lymphosarcoma, 
pseudoleukemia or Hodgkin's disease), since carcinoma rarely 
metastasizes to these nodes 

It is generally stated that a fair percentage of the reported 
cases have occurred m individuals under the carcinoma age In 
our instance this factor would not have assisted in the diagnosis, 
since the patient was fifty-fiv e yearn old Of the other clinical 
features which may aid in a diagnosis are the absence of cachexia 
until a i ery late period, and the response m some cases to arsenic, 
x-raj therapy, acute infections, or spontaneous disappearance of 
the swellings The absence of anemia and emaciation until late 
were noteworthy in our case, as was also the immediate retro- 
gression of the cervical swellings following expfisure to the 
Roentgen rays 

The question of primary or secondary lymphosarcoma of the 
stomach is often debatable, for the frequent associated involve- 
ment of neighboring lymph-glands renders it difficult to ascer- 
tain whether the gastnc mucous membrane or the upper abdom- 
inal lvmph-nodes gave nse to the original growth A great 
number of the cases m the literature reported as primary m the 
stomach are probably secondary, since the gastnc tumors are 
part of a diffuse regional process It is generally stated that the 
primary growths occur mainly in the form of wide-spread in- 
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filtrates e\ cn involving almost Lite cnluc stomach, whereas the 
secondary giowths arc moie frequently multiple The number of 
lesions m the stomach presented (three) suppoits the assumption 
based upon the clinical history that the gastric involvement was 
secondary, since the cci vital enlargement attracted attention 
foui ycais before gnstuc symptoms became manifest hurther- 
11101 e, loentgenologic examination of the stomach during the 
patient’s lust stay in the hospital m 1921 failed to disclose any 
lesion 

Prognosis of the Disease — Kundiat considered lymphosar- 
coma ci cn more malignant than cavernoma 01 tiue sarcoma, 
and, indeed, designated it as a Ituc iioh-iiic-tani’crt' He recog- 
nised that seal ring and shrinkage might follow ulceiution, but 
that healing was only pnitial. since simultaneously the disease 
often piogicsscd elsewhere 111 the individual's body 15 \tirpa- 
tion of the in\ oh ed structuies even if perfoimed early, according 
to the same wntei, was often of no mail, but, on the contrary, 
might act as a stimulus to spiend bince Kundrat’s w'oik there 
have appeared in the hteratuie a number of reports in wlucli 
spontaneously 01 following surgical intervention the application 
of radiant iajs, the use of arsenic internally, or after acute in- 
fectious disease, the process disappeared However, m most 
instances the tumor 1 earned elsewhere and led to a fatal out- 
come, as is true m our patient Kiscnmcnger s describes a case 
m wlucli a biopsy was the cause of the ulceration that led to 
almost complete disappcarcnacc of the tumoi and an alleviation 
of symptoms’ laving* found in a fatal case with gastro-mtcstinal 
metastases the original ulccintivc lesion of the smus kuyngis 
completely healed In our ow'n case the tluont operation per- 
formed m 1920 , live years previous to the patient’s death, may 
lun c been part of the same disease process, but, unfortunately, 
no specific information regarding the procedure or the indication 
therefore is available 

According to Kuflin, 7 the only case of cuie on record is that 
of Ruppcrt p '1 lie lattci gives an interesting report of a woman 
seventy-two ycais of age in good health, in whom lie had per- 
formed a subtotal gusticclomy for lymphosarcoma fourteen 
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years previously However, as he himself states, this is ex- 
tremely exceptional, for m no other case on record did the 
patient survive the operation for as long a period Our own case 
is instructive from a prognostic standpoint also, since it illus- 
trates the fallacy of considering a case of lymphosarcoma as 
cured upon the basis of the e limina tion of the only demonstra- 
ble lesion, for recurrences, which are the rule, should be generally 
expected even after a relatively long quiescent period. 
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CLINICALLY DORMANT CARCINOMA AND THE IM- 
PORTANCE OF A COMPLETE PHYSICAL EXAMINA- 
TION PAROXYSMAL TACHYCARDIA 

The first patient we wish to present today illustrates the 
clinically quiescent manner m which carcinoma may exist with- 
out producing symptoms suggesting either its presence or loca- 
tion It may truthfully be said that carcinoma may come “like 
a thief in the night” to sap the life and strength of its unaware 
victim until the condition is discovered m so advanced a stage 
that help is no longer possible This case also brings out the 
point that malignancy should be suspected m patients suffering 
from anemia which cannot be explained on another basis and 
which occurs m persons of middle or advanced age 

The patient, P R , a freight handler, forty-eight years of 
age, was informed by his physician that he was suffering from 
anemia and came to us for treatment because a course of man- 
agement for three months failed to provide improvement He 
complained of some shortness of breath on exertion and felt a 
little weak, but had no other symptoms He had lost a few 
pounds in weight, but he had no symptoms referable to the gas- 
tro-mtestinal tract, except occasional belching and heartburn 
There was nothing of importance m his past or family history 
and his habits were temperate 

Examination revealed a middle-aged patient m a good state 
of nourishment. There was a distinct yellowish tinge to the 
skin and moderate pallor of the mucous membranes could be 
seen No jaundice was found There was nothing abnormal in 
the heart or lungs, and careful palpation of the abdomen failed 
to reveal anj thing abnormal Rectal ex amin ation showed 
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nothing pathologic The blood Wassermann was negative, as 
was the urine The blood showed 3,100,000 reds, 60 per cent 
hemoglobin, 12,400 whites, and a normal differential count 
A stained film of the blood showed many nucleated red cells, 
poikilocytes, and some macrocytes and macroblasts The 
stomach contents, after an Ewald test-meal, showed free HC1 
10 and combmed acidity 32 No long ba cilli were found The 
stools showed a faint trace of blood with benzidin, but none with 
the Weber test 

Comment and Outcome — A study of the patient at this 
time gave us little information except that he had a pronounced 
anemia No evidence was obtained pointing to a possible cause 
for this anemia, and on first thought the large number of nu- 
cleated red cells and poikilocytes together with the macroblasts 
pointed to pernicious anemia The stained blood-film looked 
very much like that of pernicious anemia, but there were cer- 
tain other features which led us to abandon this diagnosis 
The color-mdex of 0 95, while not positive evidence against 
pernicious anemia, was, nevertheless, somewhat low for this 
condition Very strong evidence against pernicious anemia was 
the shght leukocytosis of 12,400, which is m marked contrast 
to the normal count or actual leukopenia characteristically found 
in pernicious anemia Another possibility to be considered was 
infection with the fish tapeworm, which is not uncommon m the 
region of the Great Lakes, and which causes a blood-picture 
dosely resembling pernicious anemia Numerous stool exam- 
, matrons failed to reveal any evidence of parasites, and it was 
conduded that the patient was suffering from a severe secondary 
anemia with a positive effort at regeneration of red cells 

Our attention was now directed to the possibility of malig- 
nancy m an early stage and before localizing symptoms would 
have a chance to show themselves The history and the results 
of the physical examination furnished no clew to the possible 
location of such a malignancy, but it was decided to concentrate 
our attention on the most frequent localizations of malignancy 
in the male An a-ray examination of the stomach was, there- 
fore, made m spite of the fact that the gastnc contents showed 
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no great deviation from the normal, and the fact that the stools 
contained no blood with the Weber test Much to our surprise, 
a large filling defect was seen at the pylorus extending for a 
distance of about 5 cm , so that a thin and irregular channel 
replaced the normal pylonc part of the stomach There was no 
tenderness o\er the fillin g defect, but examination six hours 
after ingestion of the banum meal showed a residue of at least 
three-fourths of the meal A diagnosis of infiltrating carcinoma 
of the stomach was made and an exploratory operation recom- 
mended in xiew of the absence of all symptoms and the possi- 
bility that the neoplasm was still m an early stage so that resec- 
tion could be performed On opening the abdomen a large 
carcinoma was found extending along the lesser curvature from 
the cardia to the pylonc onfice There was marked glandular 
mvoh ement, but no metastasis m the In er The stomach was 
adherent to the neighboring structures and could not be resected, 
so that only a palliative gastro-enterostomy was performed 

The second case is of interest because the anemia in a middle- 
aged woman was discovered accidentally, the patient complain- 
ing of congenital heart disease She was not aware of anything 
except dyspnea on exertion and precordial pain, and made her 
own diagnosis of a heart lesion, bemg completely unaware of the 
more dangerous lesion in her rectum This case is of further 
value in that it emphasizes the point that no examination is 
complete unless the rectum is carefully examined regardless of 
the symptoms and signs found 

The patient Mrs H G , fifty years of age, entered the 
medical service of Dr Solomon Strouse at the Michael Reese 
Hospital with a complaint of congenital heart trouble She 
stated that she had this trouble since childhood, and tha t for the 
past three } ears she had prccordial pain and dyspnea on exertion 
She noticed that her abdomen had become swollen during the 
past fi\e weeks 

Examination rc\ ealed a pale, middle-aged female who had 
slight djspnea but no ejanosis The apex of the heart was 
diffuse and m the fourth and fifth interspace No thrills were 
palpable The left heart border was 12 5 cm and the right 
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3 5 cm fiom the midlinc A loud systolic murmur was heard 
at (lie npc\ and base and was definitely transmitted to the left 
and right The aortic and pulmonic second sounds were not 
definitely made out The liver was enlarged and lender and 
free fluid was found m the abdomen The Wassermann was 
negative, ns was the urine The blood-picssuie was normal and 
examination of the blood showed 5,(500,000 red cells, 65 per cent 
hemoglobin, and 10,500 white cells, with a nounal diffcicntial 
count The stools were negative foi blood on eight dilTeient cx- 
.unmntions. A diagnosis of decompensated heait was nude, and 
the pallor suggested that some infection was still picscnt 111 the 
endocardium It was necessary, howevei, to rule out pernicious 
anemia and malignancy befoie accounting foi the pallor on the 
basis of nn infectious cndocniditis A vaginal examination 
made by Dr Jacob Mcyci revealed a mass on the postcuor wall 
which piovcd to be a cauhflowei carcinoma of the ledum 
Proctoscopic examination confinned the diagnosis The finding 
of tlus carcinoma is of particular interest because tlieic wcic no 
symptoms attributable to this region, no constipation or diar- 
rhea was present, no blood wns found chemically on eight dif- 
ferent occasions, and still the lesion was very huge and easily 
found, providing an examination of the rectum were made It 
is obx'ious that of the two conditions from which this patient 
xuflered, the clinically dormant 1 octal carcinoma was of infinitely 
gi eater mipoi lance than the clinically apparent heart decom- 
pensation which the patient herself diagnosed 

TACHYCARDIA 

Tachycardia includes all of those conditions, excepting 
pyrexia, in which the rate of the heart is lcgular and abnormally 
rapid, beating fiom 100 to 200 beats por minute When the 
late exceeds 200 beats per minute the condition is generally con- 
sidered auricular fluttci 

When the mcicasc 111 the hern l late is gradual, the transition 
fiom slow to lapid and fiom rapid to slow being so giadunl 11 s 
to be unobservable, and when the increased rate is more or less 
(onslnnl, lasting any length of tune fiom a few minutes to many 
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months, we call it simple tachycardia When, on. the other 
hand, the 'onset and the end of the rapid rate is very abrupt, 
and the observer and even the patient can detect the sudden 
transition in rate, we speak of paroxysmal tachycardia 

Simple tachycardia may be due to physiologic acceleration 
of the heart, and occurs when outside demands on the heart are 
more than usual .This may take place following exercise or 
emotion In certain types of individuals, particularly those 
with an unstable nervous system, there may be a tachycardia 
accompanied by sensations of distress following very slight 
exertion 

There is a conspicuous and sudden increase m heart action 
following a relatively slight disturbance m certain types of 
individuals, namely, those with exophthalmic goiter This is 
the most frequent and constant cause of tachycardia clinically 
speaking In these cases the pulse is regular and the rate may 
be anywhere from 100 to 200 beats per minute In this condition 
the tachycardia is accompanied by definite evidences of artenal 
change, such as flushing and paling of the skm, local sweating, 
and often visible pulsation m the superficial artenes and veins 
The exact cause of this increased heart action has been explained 
m several ways, some hold that there is a direct toxic action on 
the myocardium, while others believe that the toxin acts on the 
vasomotor nerves, and that the effect on the cardiac muscula- 
ture is secondary Cases of this kind are met with so frequently 
in cluneal medicine and have been so frequently desenbed that 
we shall not discuss this today, but shall briefly mention some 
less common causes of rapid heart action, after which we shall 
discuss paroxysmal tachycardia and show patients suffering from 
this condition 

After certain microbic infections, especially diphtheria and 
influenza, there may be a definite and persistent tachycardia 
This may also ensue after wasting diseases without fever, in 
tuberculosis, and following typhoid In these cases the tachy- 
cardia is probably due to an increased demand on a weakened 
myocardium In severe anemias, whether of the secondary or 
of the pernicious type, or chlorosis, there is usually an associated 
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tachycardia Tachycardia may result from changes in the ex- 
tracardial nerves The vagi may be involved by organic changes 
such as fibrosis of the mediastinal glands, thoracic aneurysms, 
or new growths, or the accelerator nerves may be involved The 
changes may be functional rather than organic, but the tachy- 
cardia remains the same The so-called labile pulse of the 
neurasthenic may be caused by this mech anism , that is, by func- 
tional rather than by orgamc changes In certain diseases of the 
central nervous system the same nerves may be at fault, but here 
the change is usually m the nucleus of origin or m the central 
pathway rather than a local peripheral change 

Occasionally tachycardia may result from drugs In certain 
individuals digitalis, belladonna, and alcohol produce an in- 
crease of the rate of the heart mstead of a decrease In these 
cases the tachycardia is usually of short duration and disappears 
as soon as the drug is eliminated Valvular disease may pro- 
duce rapid heart action when the muscle is exhausted after 
working against the handicap of a valvular lesion or when the 
muscle itself is suffering from the same degenerative lesion as 
the valve Such hearts may beat with a markedly increased 
rate even when at rest Myocardial degeneration alone will 
often produce a tachycardia, this being particularly true in 
cases of fatty degeneration or fibrosed hearts 

Paroxysmal tachycardia or periodic acceleration of the heart 
rate is a condition often met with clinically The attacks may 
be transitory and mild, or this may be a grave malady, irre- 
mediable, and occasionally directly fatal It is characterized by 
an abrupt onset, the patient being conscious of a thump or throb 
m the precordial region, then a fluttering sensation within the 
left chest In the mild cases and especially in young individuals 
there is usually no alarm, and the patient continues with his 
usual activities This mild form is exemplified by our first case 

Case I — Mrs R W , age twenty-seven, housewife The 
patient was first seen in 1924, and at that time the physical 
pram 1 n ation was negative The heart was of normal size, no 
murmurs, rate regular, and 74 per minute There was nothing 
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of importance m the past or family history The patient was 
seen m an attack in October The attack began abruptly, lasted 
a few minu tes, and ended quickly She was conscious at this 
time of the rapid rate, and when asked to observe closely any 
sensations in the precordium, said there was a shght “fluttering 
feeling” A paroxysm never interfered with her occupation, 
but paroxysms were more frequent m the past few months than 
in the preceding three years An electrocardiogram taken during 
an attack showed that the tachycardia was auricular m origin 
and the rate 175 per minu te The beginning of a paroxysm was 
registered on two later occasions, and after an extrasystole the 
rapid rate xxas maintained for a few minutes, and then the 
normal slow rate was resumed equally rapidly The site of 
origin m the auricle was the same m the two tracings This 
patient was given small doses of digitalis, and at the end of a 
month reported less frequent attacks She continued to care 
for her house and 3 children without any trouble She has dis- 
continued the digitalis at present and still has an occasional 
paroxysm without any discomfort 

In certain cases with associated valvular, myocardial, or 
arterial changes the symptoms referable to cardiac insufficiency 
may be increased during an attack 

This condition is illustrated by our second patient, who was 
a merchant forty-five years of age and who had had four attacks 
of rapid heart action in the past two years In addition to the 
tachycardia there were also some palpitation and a sensation of 
precordial pressure, but not of pam Each attack had followed 
intense emotional excitement The attacks previously lasted 
sex oral hours, but the last one was present for about thirty-six 
hours The patient had been able to carry on his ordinary occu- 
pation, but was more cautious of physical exertion during an 
attack He felt perfectly veil between attacks except for some 
shortness of breath on unusual exertion There were nexer 
dizziness, edema, or dyspnea while at rest There was nothing 
of importance m the past or family history 

Physical examination at the time of admission showed a 
man who was apparently xery ill He appeared x r ery anxious, 

X OL. Q — 103 
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was sitting m his chair, and was breathing with considerable 
difficulty The skin felt cold and clammy, but there was no 
edema The heart was slightly enlarged to the left, the rhythm 
was regular, and the rate was 160 per minute The blood- 
pressure was normal Large doses of quimdin sulphate were 
given, 10 grains every four hours, until 60 grains were taken 
The attack stopped after the second dose and the patient felt 
well within half an hour As this was tlurty-si\ hours after the 
onset of the attack, the efficacy of the drug was questioned An 
electrocardiogram could not be taken at this tune, but one 
was taken a few weeks later, and was perfectly normal A dis- 
tance plate of the heart showed normal diameters The patient 
had another attack after being sent home, and returned with a 
second attack in Februaiy The attack had lasted thirty hours 
at the time of admission to the hospital, and an electrocardio- 
gram at this time showed the tachycardia to be of auricular 
origin The rate was 166 per minute and quite regular A 
distance plate showed very slight enlargement of the heart 
after twenty-six hours Quimdin and digitalis intravenously 
were given as the patient began to look lilve one with cardiac 
decompensation The patient complained of precordial pressure 
and as if lus heart were in a vise There was a fluttering sensa- 
tion m the chest, but no pain After a few more hours the patient 
told the nurse that the attack was over, he felt a marked throb, 
and then the heart seemed to beat very slowly The pulse at 
this time was 80 per mmute When seen half an hour later he 
appeared comfortable, but there was still some edema of the 
legs A soft systolic murmur was found at the apc\ after the 
attack, a finding which was not present before There were no 
symptoms of a thyrotoxic state and the basal metabolism was 
normal 

The patient had no further attacks for four months, after 
which he was again attacked with rapid heart action and with 
signs of complete cardiac decompensation There wdre now 
continual angina-likc pains which radiated to the left arm Phys- 
ical examination revealed nothing m the heart except a rapid 
and regular heart action He received digalin, 3 cc, mtra- 



CIINlCAIiY DORMANT CARCINOMA 1635 

venously in twenty-four hours, with no results The patient 
grew worse and died forty-six hours after the last attack 
began 

This is an example of what may occur in such an appar- 
ently simple condition as paroxysmal tachycardia Such results 
are very rare, but paroxysmal tachycardia is not always the mild 
and harmless condition we usually consider it to be 

In a given patient the duration of each paroxysm is fairly 
constant, but the duration m different patients is remarkably 
variable One paroxysm may last for six or more beats or it 
may last for an hour, a day, a week, or e\en longer without 
interruption Very rarely there may be both short and long 
paroxysms in the same patient, but it is difficult to decide just 
what constitutes a single paroxysm of tachycardia Extra- 
systoles frequently occur in groups, thus two or three or more 
extrasystoles may occur m regular order, and in these cases 
there can be no dividing line between these disturbances and the 
very short paroxysms of tachycardia which last for only a few 
beats Frequently these short paroxysms of half a dozen beats 
occur immediately before the beginning of, or immediately after 
the end of a long-continued paroxysm As m this case, it is 
common to find occasional extrasystoles during the normal 
beating of the heart, and these beats arise in the same focus as 
those of the paroxysm of tachy cardia 

The focus m which these paroxysms arise is both of interest 
and of importance It is possible to determine this point of 
origin by r \ enous curves, but it is more easily localized by elec- 
trocardiographic tracings Cases m which the paroxysm is 
auricular m origin usually 7 hax e a better prognosis than those in 
which it is a entncular, although this w as not true m our case 
In interpreting the electrocardiographic tracing it is often diffi- 
cult to decide if a gixen paroxysm is of x entncular ongin or if 
it is auncular with aberrant x entncular response 

The treatment of paroxy smal tachy cardia is a mooted point 
It has been stated that qumidin sulphate stops attacks, but this 
lias not proxcd true Digitalis has gixen good results when the 
attacks are frequent and of short duration and the effect seems 
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to be on the ectopic focus, rendering it less irritable, so that the 
attacks do not begin Nothing seems to be of great value after 
the attack has begun and symptomatic treatment is the best 
we have to offer Associated disease of the myocardium or valves 
requires the chief attention, as the tachycardia may be the result 
of these abnormal conditions 



t 


INDEX TO VOLUME 9 


Abdominal adhesions, angina pec- 
tons secondary to, March, 1245 
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Bactericidal effects of ultraviolet raj’s 
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Bactenemia, meningococcus, Sept , 
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Cerebral hemorrhage with intense hy- 
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Cerebrospinal fluid, comparative 
studies, Jan , 1115 
refractive index, Jan ,1115 
syphilis, refractive index of cerebro 
spinal fluid in, Jan , 1121 
Chickcnpox, transitory blindness 
after. Nov , 809 j 

Child, mentally defective, July, 57 
See also Mentally defective infant 
and child 

Childhood, gastro-intcstmal hemor- 
rhage in, May, 1577 
heart disease in, care of, May, 1538 
infectious mononucleosis m, Nov , 
589 

prevention of heart disease in, May, 
1531 

Chloasma, July, 4 
and vitiligo m pituitary disorders, 
July, 20 

m acromegaly, ease report, July, 19 
uterinum, July, 4 

Cholecystitis induced by bacterial en- 
docarditis, clinical picture, Sept , 
325 

typhoid, Jan , 93 5 

Cholccystoduodenocholic band, duo 
dcnal obstruction due to, March, 
1423 

Chorea, heart disease and, May, 1532 
Christian's sign m pericarditis, Jan , 
1040 

Chromophytosis, Nov , (551 
Circulation, effect of massage on, 
Sept , 295 

Cirrhosis of liver, value of In or func- 
tion tests in, Nov ,611 
Cisterna puncture in treatment of 
hydrocephalus, July, 165 
Clinical diagnosis, accuracy in, factor 
of heredity, July, 111 
of individual's reactions to 
his environment, July, 113 
factors underlying, July, 109 
picture of cholecystitis induced by 
bacterial endocarditis, Sept , 325 
Clubbed fingers in sclerosiB of pul- 
monary artery, Nov , 696 
Coagulation of blood, Howell’s theory, 
May, 1567 

Cole defect in x ray diagnosis of duo- 
denal ulcer, Nov , 795 
Colitis, amebic, treatment of, abscess 
of liver following, Jan , 1167 
Coma and acidosis, diabetic, July, 76 
diabetic, pitfalls in diagnosis, Jan , 
959 


Coma, diabetic, without kctonuria, 
Jan , 959 

non diabetic, with glycosuria and 
hyperglycemia, Jan , 959 
Common occurrence of renal glyco 
suria, Nov , 549, 569 
Compressive tardive (pachymeningitis 
lucmorrhagica mterna or chronic 
subdural hemorrhage), May, 1558 
Congenital atresia of duodenum by 
adhesion, May, 1580 
Convulsions, infantile, refractive index 
of cerebrospinal fluid in, Jan , 1126 
Coronary disease, March, 1261 

acute indigestion associated watli, 
March, 1274 

angina pectoris associated with, 
March, 1268 

associated clinical findings, 
March, 1267 

coronary T-wavc in, March, 1261, 
1265 

diagnosis, March, 1277 
electrocardiogram in diagnosis, 
March, 1277 

heart muscle failure associated 
with, March, 1271 
pathology, March, 1277 
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w hen to stop digitalis, Nov , 5S8 
Diphtheria, pleural complications of, 
July, 221 

proph) lactic inoculation against, 
sudden death following, March, 
1417 

Disability, damages, or disease, Jfo>, 
1499 

Disease, disability, or damages, 3/av, 
1499 

Disidrosis, So- 641 
Diuretm in hydrocephalus, July, 4S, 
51, 52 

Diverticulum, hour-glass. No- , 797 
Meckel's bleeding, tfen, 15S6 " 

pulsion, No- , 760, 761 
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Diverticulum, traction, jVba , 7<51 

Dochcz’s serum in scarlet fc\ er, Jan , 
1239 

Dosage of insulin, Jan , 943 

Drum membrane, March, 1291 

Ductless gland disorder, distribution 
of hair growth as diagnostic sign, 
July, 4, 8 

Dukc r s method of determining bleed- 
ing tune, March, 13S9 

Duodena! lavage, clinical results with, 
July, 223 

obstruction due to cholccystoduo- 
dcnochohc band, March, 1423 
ulcer, chronic appendicitis and, 
.r-rays in differential diagnosis, 
Nov , 803 

. functional diseases of stomach 
and, a-rays in differential diag- 
nosis, Nov , 803 

gall-bladder disease and, a rays, 
in differential diagnosis, Nov, 
803 

hypcrscnsitivcncss to milk compli- 
cating treatment, March, 1409 
m child eight and a half years of 
age, May, 1577 

periduodenal adhesions and, 
A-ray s 111 differential diagnosis, 
Nov . 804 

a-ray diagnosis, Nov , 755, 787 
bulbar retraction, Nov , 798 
bulbous pouch, Nov , 797 
cascade stomach, Nov , 800 
Cole defect, Nov , 795 
differential, Nov , 803 
dilatation of cap, Nov , 798 
diverticulum, Nov , 797 
enfnee niche, Nov , 792 
gastrospasm, Nov , 800 
indirect signs, Nov , 799 
localized pressure point over 
cap, Nov , 798 
niche, Nov, 79 i 
phthisis buibi, Nov , 799 
profile niche, Nov , 792 
teeth like contractions, Nov , 
800 

Duodenum, anomalies of, Nov , 789 
congenital atresia of, by adhesion, 
May, 1580 

Dye test, value of, in detecting pres 
once of liver mctastascs before 
operation, Nov , <512 

Dysentery, amebic, Jan , 881 

chronic, stovarsol in, Jan , 10S9, 
1167 

bacillary, chronic, Jan , 1167 
cntamcbic, unusual clinical types, 
Jan , 1045-1056 
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Dysplasias, Jan ,1211 
Dyspnea 111 sclerosis of pulmonary 
artery t Nov , 697 

Dyspragm intcrnuttcns, nngiosclcrot- 
ica, pulmonis, Nov , 713 
Dystrophy, pscudoliypcrtrophic mus 
cular, May, 1478 


Ear cases, demonstration of, March, 
1375 

middle, anatomy of, March, 1288 
Earache in acute otitis media, March, 
1295 

Eczema 111 infancy due to protein 
sensitization, Nov, 817 
Eczemntizcd ringworm of extremities, 
Nov , 639 

Edema in chronic nephritis, treat- 
ment, Sept , 434 
Efllciiragc, Sept , 298 
Effort syndrome, March, 1445, 1448 
Electricity in treatment of chronic 
arthritis, Sept , 283 
Electrocardiogram in diagnosis of cor 
onary disease, March, 1277 
Electrocardiographic studies, value of, 
in unusual manifestations of heart 
disease, Jan , 985 

Elcctrocoagulntion in treatment of 
chronic arthritis, Sept , 287 
Embolism, sclerosis of pulmonary 
artery and, differentiation, Nov , 
710 

Emphysema, sclerosis of pulmonary 
artery and, differential ion, Nov , 709 
Empyema of unusual origin, March, 
1413 

Encephalitis lethnrpica, refractive in 
dex of cerebrospinal fluid in, Jan , 
1124 

Encephalopathy, lead, mimicking an 
acute abdominal condition, March, 
1367 

Endocarditis, bacterial, cholecystitis 
induced by, clinical picture, Sept , 
325 

symptoms, Jan , 1010 
Enfnee niche in A-ray diagnosis of 
duodenal ulcer, Nov , 792 
Entnmcbic dysentery, unusual elm 
ical types, Jan , 101 5-1056 
Epigastric burning n gastric neurosis, 
Sept , 340 

Epithelioma, sugar tolerance tests in, 
Nov , 562 

Erb's spinal spastic paralysis, May, 
1477 , „ 

Examination of patients with gastro 
intestinal symptoms, Sept , 537 
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Exercises in treatment of chronic 
arthritis, Sept , 299 
Exophthalmic goiter of peculiar tvpe, 
March, 1255 


Faradism m treatment of chronic 
arthritis, Sept , 284 
Fever, alkalosis associated with. Sept , 
354 

Fibrillation, auricular, m hxperthx- 
roidism, Jan , 1097 
nature of, Jan , 1200 
quinidm in, Jan , 1199 See also 
Qutnidm tn auricular fibnlla- 
I on 

Fingers, clubbed, m sclerosis of pul- 
monary artery , Nov , 696 
Fistula, arterioxenous, Jan , 1131 
Flatulence a gastric neurosis, Sept , 
341 

Fleeting amaurosis, Nov , 813 
Fluid, serous, removal of, in pleurisy , 
Jan , 971 

Focal infection, influence of, in nose, 
throat, accessor} nasal sinuses, and 
tcith, simultaneous anoxemia and, 
Nov, 725 

Forme fruste types of goiter, Nov , 655 
Fragilitx test, certain applications, 
Jan , 1157 

Friedreich’s ataxia. May, 1479 
Fusospirochetal pulmonarx infection 
complicating diabetes melhtus, 
March, 1433 


Gall-bladder disease, duodenal ulcer 
and, x-rax s m differential diagnosis, 
iVtr , 803 

Galvanism in treatment of chronic 
arthritis. Sept , 284 

Gastnc neurones disturbances of ap- 
petite or hunger as manifestation, 
Ntr , 629 

Gastro-intcstinal carcinoma, sugar 
tolerance tests m, Sov , 561 
disca'e, diabetes mcllitus in rela- 
tion lo Ye- , S43 
treatment, So ~ , S45 
hemorrhage in children, Ifni, 1577 
ncuro'ts, Sept , 331 
abdominal distention, Sept , 341 
autonomic nerve control, Sept , 
331 

belching. Sept , 340 
elective secondary mental ano- 
rexia, Sep' , 337 
cpigistnc burning, Sep' , 340 
cxcc-'cs of appetite, Sep' , 33S 


Gastro-mtestmal neuroses, flatulence, 
Sept , 341 

heart-bum. Sept , 340 
maintaining tonus and posture, 
Sept , 332 

motor mechanism affected by re- 
flexes, Sept , 333 
nausea, Sept , 340 
pain in, Sept , 333 
primary mental anorexia, Sept , 

335 

p\ rosis, Sept , 340 
reflexes from emotional centers 
affecting. Sept , 333 
secondarx mental anorexia, Sept , 

336 

sense of epigastric weight or ful- 
ness, Sept , 341 

sensitixencss of tube, Sept , 332 
s\ mptoms, examination of patients 
with, Sept , 537 

Gastrospasm m x-ray diagnosis of 
duodenal ulcer. Nor , S00 
Gaucher’s disease, splenic anemia and, 
differentiation, A fay, 1589 
Geophagia, Nor , 629, 638 
Glomerular nephntis, acute, 3fay, 
1593 

chronic, May, 1595 
Glucose m acidosis of diabetes mel- 
litus, July, 78 

GKcogenohsis, March, 1321 
Gl\ cosuna in infants and children not 
of pancreatic origin, July, 81 
piqGre, March, 1322, 1323 
renal, common occurrence of. Not , 
549, 569 

Goiter, classification, Ncn , 653, 654 
exophthalmic, of peculiar type, 
March, 1255 

forme fruste tvpcs, Ntn , 655 
heart, Jan , 1094 


Hair, distribution and character as 
sign of incrctorx imbalance, July, 
4, S 

growth and pigmentation, group 
classification, July, 6 
«econdarv (pituitarx), Juh, 13 
studtes on, Juh, 1 
and suprarenal gland, Juh, 3 
distribution of, diagnostic sign of 
ductless gland disorder, July, 
4, S 

increased, and pituitansm, Juh, 3 
suprarenal cortex, disorders and, 
Jth, 6 

Half moon shaped stomach. No r , 7S5 
Hansen's bacillus, Jan , 1065 
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Head, traumatic injuries to, refrac- 
tive index of cerebrospinal fluid in. 
Jan , 1126 

Headache, hunger, Nov , 630 
Heartburn a gastric neurosis, Sept, 
340 

defects, liver disease caused by, 
Sept , 311 

disease, acute abdominal crisis m, 
Jan , 988, 1030 
chorea and, May, 1S32 
chronic abdominal disturbances 
m, Jan , 988, 1031 
congenital, sclerosis of pulmonary 
artery and, differentiation, 
Nov, 705 

cough in, Jan , 1032 
in childhood, care of. May, 
1538 

prevention of, in childhood, May, 
1531 

primary, hyperthyroidism sim- 
ulating, March, 1337 
psychic disturbances and, Jan , 
1031 

pulmonary symptoms, Jan , 1032 
rheumatic, Sept , 393 
rheumatism and, May, 1536 
tonsillitis and. May, 1535 
unusual manifestations, Jan , 985 
affirmation of value of elec- 
trocardiographic studies, 
Jan , 985 

alleviation of symptoms, 
Jan , 985 

cases illustrating, Jan , 988- 
1029 

classification, Jan , 985 
differential diagnosis, Jan , 
1034 

differentiation, Jan , 985 
explanation, Jan , 985 
illustration, Jan , 985 
treatment, Jan , 985, 1040 
goiter, Jan , 1094 
m hyperthyroidism, Jan , 1093 
etiology, Jan , 1094 
physiologic pathology, Jan , 1095 
types, Jan , 1097 

muscle failure associated with cor- 
onary disease, March, 1271 
thyroid, Jan , 1093 
thyrotoxic, Jan , 1094 
Heat m treatment of chronic arthri- 
tis, Sept , 282 
Heisshunger, Nov ,631 
Heliotherapy in treatment of chronic 
arthritis, Sept , 280 
Hemangioma, cavernous, of nasal sep- 
tum, March, 1382 


Hemoclastic crisis test of liver func- 
tion, Jan , 1227 
Hemolytic jaundice, Sept , 532 
Hemoptysis, cardiac, Nov , 695 
from pharynx and tongue, March, 
1375 

m sclerosis of pulmonary artery, 
Nov , 695 

Hemorrhage, cerebral refractive index 
of cerebrospinal fluid in, Jan , 
1126 

with intense hyperglycemia and 
glycosuria, March, 1317 
gastro-intestinal, in children, May, 
1577 

subdural, chronic, May, 1558 
Hemorrhagic chrome nephritis, Jan , 
909 

diseases. May, 1563 
pachymeningitis, internal, May,\ 
1558 

purpura, March, 1353 
case illustrating. May, 1565 
Henoch’s type of idiopathic purpura 
presenting symptoms of alkalosis, 
Sept , 345 

Heredity, factor of, in accuracy in 
clinical diagnosis, July, 111 
in rheumatic heart disease, Sept , 395 
Hernia, diaphragmatic, classification, 
Jan , 1075 
diagnosis, Jan , 1077 
differential, Jan , 1078 
etiology, Jan , 1076 
non-traumatic, Jan , 1073 
case report, Jan , 1079 
prognosis, Jan , 1078 
situation, Jan , 1076 
symptoms, Jan , 1078 
treatment, Jan , 1078 
High colonic irrigations in treatment 
of chronic arthritis, Sept , 294 
High-frequency currents in treatment 
of chronic arthritis, Sept , 286 
Hirsutism of virilism, July, 3 
Hodgkin’s disease, case illustrating, 
May, 1564 

Hookworm disease, Jan , 875 
Hour-glass diverticulum, Nov , 797 
x-ray diagnosis, Nov ,771 
Howell’s prothrombin test, March, 
1362 

theory of blood coagulation, May, 
1567 

Hunger, Nov , 629 
and appetite, differences between, 
Nov, 630 

canine, Nov , 631 . 

disturbances of, as manifestation ot 
gastric neuroses, Nov , 629 
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Hunger headache, Km , 630 
wolf’s Km , 631 
Hydrocephalus, July, 45 
acquired, July, 46 
case reports, July, 47 
cistema puncture in treatment of, 
July, 165 

congenital, July, 45 
spina bifida and, relationship be- 
< tween, July, 46 
diagnosis, July, 46 
diuretm in, July, 4S, 51, 52 
dve injection m, July, 50 
etiology, Jul\, 45 
menmgitis and, July, 46 
obstruction between \entncles and 
subarachnoid spaces, July, 46, 54 
surgery m, July, 52 
treatment, July, 54, 55 
Hydrotherapy in treatment of chronic 
arthritis, Sept , 290 
local application, Sept , 294 
methods of applying. Sept , 
293 

prescription for. Sept , 294 
Hyperplasias, Jan , 1211 
Hypersensitiveness to milk compli- 
cating treatment of duodenal ulcer, 
March, 1409 

Hypertension in hy pcrthvroidism. 
Km , 659 

Hypertensive cardiovascular renal dis- 
ease, Jul y, 263 
causes, July, 263 
disastrous effects of height- 
ened arterial pressure in, 
July, 264 

end results of, July, 264 
lowenng of blood-pressure in, 
July, 272 

prognosis and treatment, 
July, 263 

renal and non renal groups, 
July, 26S 

Hyperthyroidism and dominant car- 
diovascular symptoms without 
goiter, J\m , 653 
arhythmia in. Km , 659 
auricular fibrillation in. Jar , 1097 
basal metabolism m, J>m 660 
blood pressure in. Km , 659 
cardiac decompensation in. Km, 
659 

cardiovascular sv mptoms, Kcv , 656 
differential diagnosis Km , 661 
forme fruste tv pc'. Km , 655 
heart in, Jan , 1093 
etiology , Jan , 1094 
physiologic pathology , Jar , 1095 
types, Jar , 1097 


Hyperthyroidism, hypertension in. 
Km , 659 

long-standing, with spontaneous 
subsidence, Jan , 1103 
masked as cardiovascular disease- 
with hy pertension and arhvth- 
mia, case illustrating, Km , 662 
murmurs m, Km , 658 
simulating primary heart disease, 
March, 1337 

sugar tolerance tests in, Kov , 559 
symptoms, Kov , 656 
tachv cardia in, Km , 658 
tinnitus with cardiovascular symp- 
toms, case illustrating, Kov , 666 
treatment, Kov , 662 
vasomotor disturbances m, Kov , 
658 

with cardiovascular symptoms in 
young man, simulating acute en- 
docarditis, Km , 669 
Hypertrichosis and pigmentation, pri- 
mary (suprarenal cortex), July, 
24 

of v-inlishi, July, 10 
secondary, of pituitary disorders, 
July, 13 

Hypertrophic pulmonary osteo-arthro- 
pathv , Kov , 696 

Hypogonadism, hvpotnchosis of, July, 
10 

Hypophysis and pigmentation, July, 4 
and suprarenal gland, similarity of, 
July, 7 

Hypopituitarism, bilobar, case report, 

Hvpothvroid baldness, July, S 
Hv pothvroidism, July, 3 
marginal alopecia of, July, 9 
Hypotrichosis, July, 2 
generalized, case report, July, 11 
of hypogonadism, July, 10 
universal, July, 10 
Hy potym panic space, March, 1290 
Hysteria, refractive index of cerebro- 
spinal fluid in, Jan , 1124 


IctfeRUs, differential diagnos s, Sept , 
509 

associated with heart disease, 
Sep' , 533 

bilirubin in, Sept , 509 
catarrh'll, symptoms. Sept , 527 
chronic, symptoms, Sept , 528, 

clinical symptoms according to 
scat of disease, Sept , 520 
dynamic form, symptoms 
Sep- ,525 
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Icterus, differential diagnosis, from 
carcinoma of li\cr, symp- 
toms, Sept ,531 
functions of bile, Sept , 517 
grans, s> mptoms, Sept , 529 
Hanot’s, sj mptoms, Sept , 530 
hemolytic, Sept , 532 
m infectious diseases, symp- 
toms, Sept , 528 
infectious, symptoms, Sept , 
527 

manifestations of, Sept , 519 
normal secretion and absorp- 
tion of bile in, Sept , 517 
obstructive form, sj mptoms, 
Sept , 520 

occurring after psychic trauma, 
Sept , 534 

of transient nature, Sept , 534 
pathologic changes leading to, 
Sept , 518 

s> phihtic, symptoms, Sept , 529 
t> pes, Sept , 509 
urobilin in, Sept , 515 
cx cmotionc, Sept , 534 
index, clinical use of, Nov , 603 

\alue of, in detecting cases of 
cholecystitis before de- 
velopment of jaundice, 
Nov , 604 

in determining w liether ob 
stmctivc jaundice has 
been relieved by opera- 
tion, Nov , 606 

Idiopathc purpura of Henoch’s type 
presenting s> mptoms of alkalosis, 
Sept , 345 

Inanition, Zed reaction in, July, 117 
analysis of symptoms, July, 
118 

definition, July, 118 
mucosal contamination, July, 
119 

pathogenesis, July, 119 
symptoms of, July, 117 
Incrctory imbalance, hair distribution 
and character as sign, July, 4 
Index, icterus See Icterus index 
refractive, of cerebrospinal fluid, 
Jan, 1 115 

Indigestion, acute, associated with ' 
coronary disease, March, 1274 
Infancj , early, pulmonary tubercu- 
losis in, simulating bronchial 
asthma, Nov , 827 

eczema in, due to protein sensitiza- 1 
tiou, Nov ,817 

Infantile convulsions, refractive index J 
of cerebrospinal fluid in, Jan , 
1126 
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Infants and children, diabetes me! 
litus m, July, 69 See also 
Diabetes iiiclhtus 
glycosuria in, not of pancreatic 
origin, July, 81 
diabetes methtus in, July, 79 
mentally dcfcctiac, July, 57 Sec 
also Mentally defcctite infant and 
child 

Infarction, sclerosis of pulmonary 
artery and, differentiation, Nov , 710 
Infection, focal, influence of, in nose, 
throat, accessory nasal sinuses 
and teeth, simultaneous anoxe- 
mia and, Nov , 725 
mastoid, March, 1283 , 
middle ear, March, 1283 
Infectious mononucleosis m child 
hood, Nov , 589 
incidence, Nov , 593 
resemblance to acute lcukc 
mia, Nov , 592, 596 
typhoid and tuberculosis sun 
ulatmg, Nov , 597 

Influenzal meningitis, refractive, index 
of cerebrospinal fluid in, Jan , 1124 
Insulin, dosage of, Jan , 943 
on da> of weekly fast, Jan ,913 
shock, accompanying high blood 
sugar, cell re-education to over 
come, Jan , 943 
Intelligence, July, 184 
tests, July, 185, 186 
Interpretation of sugar tolerance 
tests, Nov , 549 

Intestinal obstruction, alkalosis asso 
ciatcd with, Sept , 351 
Intoxication following amputation in 
diabetes, July, 169 
Intrathoracic growth simulating aneu 
rysm, Jan , 1109 
Iodin metabolism, March, 1256 
Itch, dhobie, Nov , 643 
jock, strap, Nov , 643 


aundice See Icterus 
ock. strap itch, Nov , 643 


Katatlasias, Jan , 1211 
Kerion ringworm, Nov , 645 
Ketosis associated with conditions of 
alkalosis, Sept , 354 

Lavage, duodenal, clinical results 
with, July, 223 

Lead encephalopathy mimicking an 
acute abdominal condition, March, 
1367 
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Leather-bottle stomach, May, 1609 
Le faim canine, Nov , 631 
Leprosj , Jan , 1063 
curabiht}, Jar , 1071 
epidemiology, Jan , 1069 
etiologv, Jan , 1065 
incubation period, Jan , 1070 
Leptomeningitis, syphilitic, tryparsa- 
mid in, Jan , 981 

Leukemia, case illustrating, .\fav, 1570 
etiologj, Jan , 1212 
nature of, Jan , 1207 ' 

treatment of. Jar , 1207 
Leukemic states, Jan , 1210 
Leukocytosis from ultraviolet ravs, 
Sept , 281 

Linitis plastica, May, 1609 
Liver, abscess of, following treatment 
of amebic colitis, Jan , 1167 
acute yellow atrophv of. May, 
1598 

cirrhosis of, value of liver function 
tests in, Aro , 611 
disease caused bv heart defects, 
Sept , 311 

pathologv in liver. Sept , 
315 

prognosis m. Sept , 321 
symptomatologv , Sept , 
317,318 

treatment. Sept , 321 
types of defects causing, 
Sept , 31S 
function, Jan , 1219 
tests, Jan , 1219 

bromsulphthalein, Jan , 1226 
clinical use of, Nov , 601 
icterus index, No: , 603 
value of, in detecting 
cases of cholecys- 
titis, before devel- 
opment of jaun- 
dice, N<r , 604 
m determining 
whether obstruc- 
tive jaundice his 
been relieved by 
operation, No - , 
606 

Rowntrec-Rosenthal test, 
No- , 602 


Liver function, tests, clinical use of, 
value of tests in differentiat- 
ing between malignancv and 
sev ere protracted catarrhal 
jaundice. No - , 60S 
hemodastic crisis, Jan , 1227 
phenol tetrachlorphtha- 
lem, Jan , 1221 
Rosenthal’s, Jan , 1219, 1221 
spots, July, 4 

Lobar pneumonia, tuberculous, 
March, 1325 

Lung, healed miliar} tuberculosis of, 
with aneurvsm of arch of aorta, 
Jan , 1057 

primary carcinoma, Jan , 887 
tertian svphihs of, Sept , 364 

Lymphatics, effect of massage on, 
Sept , 296 

Lymphosarcoma, May, 1619 
of stomach. May, 1615, 1622 
prognosis, Jfav, 1624 


MacCallum s description of tertiaiy 
stage of svphihs, Sept , 358 
Macrogenitosomia, July, 27 
Malacia, No - , 638 
Malaria, quartan, Jan , 863 
Malignancv and severe protracted 
catarrhal jaundice, value of liver 
function tests m differentiating, 
Nov , 60S 

Marginal alopecia, July, S 
Massage in treatment of chronic ar- 
thritis, Sept , 295 
contraindications for. Sept , 
298 

effect in stretching tissue. 
Sept , 296 

on abdominal viscera, 
Sept , 296 

on circulation, Sept , 295 
on lymphatics, Sept , 296 
mechanical action of, Sep’ , 
295 

movements of, Sept , 298 
prescription for. Sept , 29S 
proper use of, Sept , 299 
' reflex action of, Sept , 297 

I Massive pericardial adhesions follow- 
value of dye test in detect - 1 ing acute rheumatic fever, July, 215 
mg presence of liver | Mastoid cells, March, 1292 
mctastascs before op- J infection, Marcl , 1283 
oration, No-, 612 1 acute, Marcl, 1297 

of tests during arsenical 1 sjmptoms, March, 129S 

treatment for svphi- . treatment, March, 1302 

lis, At>",613 process, anatomv Marcl, 1291 

in ca«cs of cirrhosis' Mastoiditis, acute, March, 1297 
of liver, No- , 611 t case illustrating, March 1384 
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Mastoiditis, acute, double, w ith septic 
temperature and followed by 
measles, March, 1385 
Bezold’s, March, 1387 
Mechanotherapy m treatment of 
chronic arthritis, Sept , 299 
Meckel’s diverticulum, bleeding, May, 
1585 

Mediastinal diseases, sclerosis of pul- 
monary artery and, differentiation, 
Nov , 711 

Melanoderma, July, 4 
Membrana flaccida, March, 1291 
propria, March, 1291 
Meningitis, hydrocephalus and, July, 
4 6 

influenzal, refractive index of cere- 
brospinal fluid m, Jan , 1124 
menmgococcic, refractive index of 
cerebrospinal fluid m, Jan , 1124 
tuberculous, refractive index of 
cerebrospinal fluid in, Jan , 1124 
Meningococcus bactenemia. Sept , 461 
meningitis, refractive index of cere- 



Mentally defective infant and child, 
July, 57 

Bmet tests for, July, 61, 62 
classification, July, 57, 58 
diagnosis, July, 59 
family and, July, 66 
intelligence of mother a fac- 
tor in management, July, 
65 

management of, July, 62 
nutrition of, July, 65 

Metabolic changes from ultraviolet 
rays, Sept , 281 

Metabolism, basal, in hyperthyroid- 
ism, Nov , 660 
10 dm, March, 1256 

Metastatic carcinoma of bone-marrow 
and spleen, July, 211 

Middle-ear, anatomy, March, 1288 
antrum tenderness, March, 1300 
infection, March, 1283 

Miliary tuberculosis of lungs, healed, 
with aneurysm of arch of aorta, 
Jan , 1057 

Milk, hypersensitiveness to, compli- 
cating treatment of duodenal ulcer, 
March, 1409 

Monilia psilosis, isolation of, Jan , 
900 

Mononucleosis, infectious, in child- 
hood, Nov , 589 

Morphea and vitiligo, July, 4 
case report, July, 23 


Mosquito transmission of dengue 
fever, Jan , 921 
Multiple myeloma, July, 243 
anemia with, July, 257 
Bence-Jones protein in urine in, 
July, 258 

blood changes in, July, 257 
classification, July, 256 
differentiation from other osseous 
involvements, July, 260 
etiology, July, 253 
nephritis associated with, July, 
259 

pain in, July, 257 
treatment, July, 261 
tumor formation m bones in, 
July, 259 

Murmurs m hyperthyroidism, Nov , 
658 

Muscular atrophy, progressive, May, 

dystrophy, pseudohypertrophic, 
May, 1478 

Myeloma, multiple, July, 243 
anemia with, July, 257 
Bence-Jones protein in unne in, 
July, 258 

blood changes in, July, 257 
classification, July, 256 
differentiation from other osseous 
involvements, July, 260 
etiology, July, 253 
nephritis associated with, July, 
259 

pain in, July, 257 
treatment, July, 261 
tumor formation in bones in, 
July, 259 

Myenteric reflex, Nov , 763 
Myocarditis, sclerosis of pulmonary 
artery and, differentiation, Nov , 703 


Nails, ringworm of, Nov , 649 
Nasal carcinoma, March, 1381 
danger zone, March, 1288 
septum, cavernous hemangioma of, 
March, 1382 

deviated, formation of, Nov , 732 
importance 0 /, Nov , 729, 730 
sinuses, accessory, focal infection 
in, anoxemia and, Nov , 725 
syphilis, March, 1379 
Nausea a gastro-mtestmal neurosis, 
Sept , 340 

Neoglycogenolysis, March, 1323 
Neoplasias, Jan , 1211 
Nephritis, chronic, Sept , 377 
(hemorrhagic), Jan , 909 
treatment, Sept , 427 



INDEX TO VOLUME g 


1649 


Nephritis, chronic, 'treatment, acido- 
sis in. Sept , 434 
blood letting in, Sept , 435 
cardiac decompensation com- 
plicating, Sept , 435 
diet in Sept , 433 
edema m. Sept , 433, 434 
kidney function in, Sept , 429 
loss of concentrating ability, 
Sept , 433 

nitrogen retention, Sept , 433 
syndrome, Sept , 432 
sweating in, Sept , 435 
glomerular, acute, May, 1593 
chronic. May, 1595 
sugar tolerance tests in, Nov , 560 
Nervous run-down patient, Sept , 489 
absence of mdicanuna in, Sept , 
497 

constipation m, Sept , 496 
treatment. Sept , 497 
constitutional faults of more or 
less vague nature. Sept , 504 
fibrositis m, Sept , 501 
focal infection in, Sept , 498 
intestinal toxemia m. Sept , 495 
method of studying, Sept , 491 
tonsils in. Sept , 499 
transillumination of sinuses m, 
Sept , 501 

Neuntis, optic, after chichenpox, 
No- , 810 

Neurologic diagnosis, May, 1473 
Neuroses, gastric, disturbances of 
appetite or hunger as manifesta- 
tion, No- , 629 
gastro-intestinal. Sept , 331 
Niche in x-ray diagnosis of duodenal 
ulcer, Nov , 791 
of ulcer of stomach, Nov , 757 
Nocturnal bulimia. No- , 631 
Non-pancrcatic glycosuria in infants 
and children, July, 81 
Nose, carcinoma of, March, 13S1 
ca'cs, demonstration of, Morel, 
1375 

focal infection in, anoxemia and, 
No- , 725 

syphilis of, March, 1379 


Obscure bronchial conditions caused 
by pollens. Sept , 371 
Occlusion of postero-mfenor cere- 
bellar artery , May, 1544 
Occult blood m stool, importance, 
Mai, 1601 

Ochronosis, sdcrosis of pulmonary 
arten and, differentiation, No-, 
712 


Optic neuntis after chickenpox, Nov , 
810 

Orthostatic albuminuria, May, 1591 
Ossicles, March, 1291 
Osteo-arthropathj , hypertrophic pul- 
monary , Nov , 696 
Otitis media, acute, March, 1293 
symptoms, March, 1294 
treatment, March, 1296 
Oudm current in treatment of chronic 
arthritis, Sept , 288 
Oxygen, therapeutic use of, in acute 
respiratory disturb- 
ances, Sept , 471 
carbon monoxid poison- 
ing, Sept 473 
concentration of oxygen 
m inspired air. Sept , 
475 

discussion of results. 
Sept , 4S5 

effects of diminished 
oxvgen supplv , Sept , 
471 

high pressure oxygen 
tanks, Sept , 475 
illustrative cases, Sept , 
479 

methods of giving oxy- 
gen, Sept , 475 
nasal catheter method, 
Sept , 475 

oxvgen chambers. Sept , 
4/8 

rebreathing apparatus. 
Sept, 477 


Pachymevd* gitis hremorrhagica in- 
terna, May, 155S 

Pain in sclerosis of pulmonarv arten , 
No-,698 

Paradoxical rest. No- , 761 
Paralysis agitans, refractive index of 
cerebrospinal fluid in, Jan , 1124 
Paresis and tryparsamid, method of 
giving, July, 149 
brain changes in, July, 144, 146 
clinical diagnosis, July, 146 
tryparsamid and, July, 143 
case reports, July, 150-162 
Parorexia, No- , 637 
Paroxvsmal tachycardia, lfay, 1632 
Pellagra, Jan , 869 
refractive index of cerebrospinal 
fluid in, Jar , 1126 

Pericardial adhesions, massive, follow- 
ing acute rheumatic fever, July, 215 
I Pericarditis, acute rheumatic, diag- 
' nosis. Sept , 455 
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Pericarditis, Christian's sign, Jon r 
1040 

sclerosis of pulmonary artery and, 
differentiation, Nov , 704 
t symptoms, Jan , 1040 
Warthin’s sign, Jan , 1040 
Periduodenal adhesions, duodenal 
ulcer and, x-rays m differential diag- 
nosis, Nov , 804 

Pernicious anemia, case illustrating, 
May, 1568 

relation of sprue to, Jan , 895, 904 
Petrissage, Sept , 298 
Pharynx and tongue, hemoptysis 
from, March, 1375 

Phenoltetrachlorphthalein test of liver 
function, Jan , 1221 
Phosphorus and calcium in blood- 
plasma, increase in, from ultraviolet 
rays, Sept . 281 

Phthisis bulbi m x-ray diagnosis of 
duodenal ulcer, Nov , 799 
Physical properties of water, Sept, 
292 

therapy m chronic arthritis its 
uses and limitations, Sept , 277 
Pica, Nov , 629 

Pigmentation, absence of, July, 4 
and hair growth, group classifica- 
tion, July, 6 

secondary, pituitary, July, 13 
studies on, July, 1 
and hypertrichosis, primary (supra- 
renal cortex), July, 24 
and ultraviolet rays, Sept ,281 
in insufficiency of anterior lobe of 
hypophysis, July, 16 
of Addison’s disease, July 3 
Piqflre glycosuria, March, 1322, 1323 
Pituitansm and increased growth of 
hair, July, 3 

Pituitary disorders, secondary hyper* 
tnchosis of, July, 13 
vitiligo and coincident chloasma 
m, July, 20 

gland extract m scleroderma, July, 

21 

case report, July, 23 
Pleural complications of diphtheria, 
July, 221 

Pleurisy, Jan , 971 
aspiration in, Jan , 971 
Pneumonia, lobar, tuberculous, March, 
1325 

Pneumothorax, sclerosis of pulmonary 
artery and, differentiation, Nov , 710 
Pollens, obscure bronchial conditions 
caused by, Sept , 371 
Polycythemia, hypertonic type, case 
illustrating, May, 1574 


Polycythemia, sclerosis of pulmonary 
artery and, differentiation, Nov , 
698 

vera, case illustrating, May, 1571 
Polyphagia, Nov , 637 
Pompholyx, Nov , 641 
Postero inferior cerebellar arteiy, oc- 
clusion of, May, 1544 
Postural defects and body type's in 
children, July, 99 
treatment, July, 106 
Pregnancy, diabetes melhtus and, 
May, 1491 

etiologic influence of, m acromegaly, 
July, 20 

Prepyloric line, horizontal, Nov , 780 
Profile niche m x-ray diagnosis of 
duodenal ulcer, Nov , 792 
Progressive muscular atrophy. May, 
1477 

Protective agencies for skin, Sept , 291 
Protein, Bence-Jones, in unne m mul- 
tiple myeloma, July, 258 
sensitization, eczema in infancy due 
to, Nov , 817 

Pseudohermaphroditism, July, 25, 26, 
34 

Pseudohype rtrfiphic muscular dys- 
trophy, May, 1478 
Psychic disturbances in heart disease, 
Jan , 1031 

Psychosis, alcoholic, refractive mdexof 
cerebrospinal fluid m, Jan , 1126 
Pulmonary artery, anatomy, Nov , 674 
physiology, Nov , 676 
sclerosis of, Nov , 673 See also 
Sclerosis of pulmonary artery 
infection, fusospirochetal, compli- 
cating diabetes melhtus, March, 
1433 

osteo arthropathy, hypertrophic, 
Nov , 696 

symptoms of heart disease, Jan , 
1032 

syphilis, Sept , 357 
tuberculosis, diabetes melhtus asso- 
ciated with, management, May, 
1453 

in early infancy simulating bron- 
chial asthma, Nov , 827 
syphilis of trachea and bronchi 
simulating, Sept , 361 
Pulsion diverticulum, Nov, 760, 761 
Purpura hemorrhagica, March, 1353 
case illustrating, May, 1565 
idiopathic, Henoch’s type, present- 
ing symptoms of alkalosis, Sept , 
345 

Purpuras, sclerosis of pulmonary ar- 
tery and, differentiation, Nov , 712 
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Py lone stenosis, hypertrophic con- 
genital, clinical studv of 221 oper- 
ated cases, March, 1305 
Pyrosis a gastric neurosis, Sept , 340 

Quartan malaria, Jan , S63 
Qmnidin a useful cardiac remedy, 
Nov , 617 

administration, technic, Nov , 623 
in arhythmias, Nov , 617 
in auricular fibrillation, July, 227, 
Nov , 617, Jan , 1199 
action, Jan , 1201 
auricular systole in, July, 237 
cases illustrating benefits and 
dangers, July, 229-236 
choice of cases, Nov , 622 
contraindications, Jan , 1202 
dangerous effects, Jan , 1205 
dosage, Jan , 1204 
effects of restoration of sinus 
rhythm, Nov , 624 
embolism in, Juh, 23S 
history , Jan , 1199 
indications, Jan , 1202 
method of treatment, Jan , 
1204 

mode of administration, Jan , 
1204 

proper selection of cases, Jan , 
1202 

questions on use of, July , 228 
rate in, July, 236 
relative benefits, July, 236 
dangers, July, 23S 
rhythmicity in, July, 237 
routine use, Jan , 1202 
toxicity in, July, 238 
in cardiac irregularity, Nov, 617, 
628 


Radium and x-ray in treatment of 
chronic arthritis, Sept , 290 
Red and white blood-cells, great in- 
crease in m splenomcgaK , July, 201 
Reflex, mvcntcric, Nov , 763 
Refractive index of cerebrospinal 
fluid, Jan , 1115 
Refractometcr, Jan ,1119 
Renal glycosuria, common occurrence 
of, Ar , 549, 569 

Rcspiraton conditions, sclerosis of 
pulmonary artery and, differen- 
tiation, No - , 709 

disturbances, acute, therapeutic use 
of oxygen in. Sept , 471 
Rheumatic fever, acute, massive peri- 
cardial adhesions following, July, 
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Rheumatic heart disease, Sept , 393 
appearance of signs of cardiac 
involvement, Sept , 397 
cardiac symptomatology. Sept , 
397 

chronic Sept 409 
aortic valvular disease Sept , 
412 

mitral insufficiency , Sept , 
409 

stenosis Sept , 410 
myocardium m, Sept , 415 
pericardium m. Sept , 416 
pulmonic insufficiency , Sept , 
415 

tricuspid valvular disease. 
Sept , 415 

course of, Sept , 396 
end-results, Sept , 408 
environment m incidence. 
Sept , 395 
etiology , Sept , 394 
heredity in. Sept , 395 
history , Sept , 393 
indications for tonsillectomy in. 
Sept , 422 

pathology , Sept , 401 
progress and prognosis of rheu- 
matic carditis, Sept , 417 
prophylaxis. Sept , 421 
pulse In, Sept , 405, 406 
recognition of cardiac infection. 
Sept , 397 

rheumatic nodules in. Sept , 398 
symptomatology , Sept , 405 
tonsils in. Sept , 395 
treatment, Sept , 421 
Rheumatism, heart disease and. May, 
1536 

Ringworm, commoner types, No- , 639 
diagnosis, Nov , 639 
cczematized, of extremities, Nov, 
639 

henon, Nov , 615 
of nails, Nov , 649 
of scalp. No - , 644 
treatment. No- , 646 
treatment. No - , 639 
Roentgen ray Sec x-Ray 
Rosenthal’s test of liy er function. Jar , 
1219, 1221 

Rowmtree-Roscnthal test, clinical use 
of, No - , 602 


Scalp, nngxvorm of, No- , 644 
treatment Nov , 646 
Scarlet fever, Dick test in, Jan , 1240 
technic, Jar , 1242 
etiology, Jan , 1233 
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Scarlet fever, Schultz-Charlton re- 
action m, Jan , 1236 
treatment, Jan , 1233 
Schick test on students, Jan , 1187 
Schultz-Charlton reaction m scarlet 
fever, Jan , 1236 

Scleroderma, pituitary treatment in, 
July, 21 

case report, July, 23 
Sclerosis, amyotrophic lateral, May, 
1479, 1541 

of pulmonary artery, Nov , 673 
anatomy, Nov , 674 
and its branches, Nov , 673 
Ayerza’s disease and, differen- 
tiation, Nov , 707 
bronchial asthma and, differ- 
entiation, Nov , 710 
clubbed fingers in, Nov , 696 
congenital heart disease and, 
differentiation, Nov , 705 
cyanosis m, Nov , 696 
diagnosis, Nov , 698 
dyspnea in, Nov , 697 
embolism and, differentiation, 
Nov , 710 \ 

emphysema and, differentia- 
tion, Nov , 709 
etiology, Nov , 677 
hemoptysis in, Nov , 695 
infarction and, differentiation, 
Nov, 710 

mediastinal diseases and, dif- 
ferentiation, Nov , 711 
myocarditis and, differentia- 
tion, Nov , 703 

ochronosis and, differentiation, 
Nov , 712 
pain in, Nov , 698 
pericarditis and, differentia- 
tion, Nov , 704 
physiology, Nov , 676 
pneumothorax and, differentia- 
tion, Nov , 710 

polycythemia and, differentia- 
tion, Nov , 698 

purpuras and, differentiation, 
Nov ,712 

respiratory conditions and, dif- 
ferentiation, Nov , 709 
symptoms, Nov , 694 
thrombosis and, differentia- 
tion, Nov , 710 

tuberculosis and, differentia- 
tion, Nov , 709 

Sensitization, protein, eczema in in- 
fancy due to, Nov , 817 
Septum, nasal, deviated, formation of, 
Nov ,732 

importance of, Nov , 729, 730 
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Serous fluid, removal of, m pleurisy, 
Jan , 971 

Serum, Dochez’s, in scarlet few, 
Jan , 1239 

Shock, insulin, accompanying high 
blood-sugar, cell re-education to 
overcome, Jan , 943 
Shrapnell’s membrane, March, 1291 
Sickle-cell anemia, Jan , 1191 
pathogenesis, Jan , 1196 
prognosis, Jan , 1197 
treatment, Jan , 1197 
Sinuses, accessory nasal, focal infec- 
tion in, anoxemia and, Nov , 725 
Sinusitis, chronic, lues plus, March, 
1377 

Sinusoidal current m treatment of 
chronic arthritis, Sept , 285 
Sippy treatment, alkalosis following, 
Sept , 348 

Skin, protective agencies for, Sept, 
291 

Snail-form stomach, Nov , 768 
Spina bifida, congenital hydroceph- 
alus and, relationship between, July, 
46 

Spleen and bone-marrow, metastatic 
carcinoma of, July, 211 
Splenic anemia, May, 1586 

Banti’s disease and, differentia- 
tion, May, 1589 

Gaucher’s disease and, differen- 
tiation, May, 1589 

Splenomegaly with great increase in 
white and red blood-cells, July, 201 
Sprue, clinical manifestations, Jan , 
895 

culture of stools, Jan , 900 
etiology', Jan , 902 
relation of, to pernicious anemia, 
Jan , 895, 904 
symptoms, Jan , 898 
treatment, Jan , 907 
Static machine m treatment of chrome 
arthritis, Sept , 288 
Stenosis, pyloric, hypertrophic con- 
genital, clinical study of 221 oper- 
ated cases, March, 1305 
Stomach, boat-shaped, Nov , 785 
cascade, Nov , 769, 800 
cup and spill, Nov , 769 
functional diseases of, duodenal 
ulcer and, x-rays in differential 
diagnosis, Nov , 803 
half-moon-shaped, Nov ,785 
hour-glass, x-ray diagnosis, Nov, 
771 

leather-bottle, May, 1609 
lesions, complicated, May, 1601 
multiplicity, May, 1601 
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Stomach lesions, uncommon, Ma y, 
1601 

lymphosarcoma of. May, 1615, 1622 
snail-form, Nov , 768 
syphilis of, No* , 717 
diagnosis, Nov , 719 
pathology, Nov , 718 
prognosis, Nov , 720 
symptoms, Nov , 719 
treatment, Nov , 721 
tobacco-pouch, Nov , 768 
ulcer of, x-ray diagnosis, Nov , 755, 
757 

callous ulcer of pylorus, 
Nov , 783 

lesser curvature, No* , 773 
motility disturbance on lesser 
curvature, Nov , 776 
niche, No* , 757 
ulcer m pars pvlonca and 
pylorus, Nov , 777 
of pylorus, Nov , 782 
visualization of spasm _of 
sphincter pylon, No* , 7S1 

Stool, occult blood in, importance, 
May, 1601 

Stovarsol m amebic dysentery, Jan , 
10S9, 1167 

in quartan malaria, Jan , 866 

Stretching of tissues, massage in. 
Sept , 296 

Subdural hemorrhage, chronic. May, 
1558 

Sugar tolerance tests, interpretation 
of, No* , 549 

duration of blood-sugar 
curve, No* , 554 
fasting blood-sugar level, 
Nov , 551 

m arthntis, No* , 559 
in diabetic mcllitus, No* , 563 
in epithelioma, No* , 562 
in gastro-mtestinal carci- 
noma, No* , 561 
in hvpcrthvroidism, No* , 
559 

m nephritis, No* , 560 
u thrombo angiitis oblit- 
erans, No* , 561 
maximal value of blood- 
sugar after ingestion of 100 
gm of glucose, No* , 551 
method of procedure, No* , 
549 

types of blood sugar curves, 
No* , 555 

Supnreml cortex, disorders of, Jtih, 
23 

abnormal development of gen- 
ital svstem, Juh, 31 
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Suprarenal cortex, disorders of, classi- 
fication, July, 25 
hair growth and, July, 6 
pathology, July, 40 
postadolescent type, July, 29 
preadolescent tvpe, July, 25 
gland and hair growth, July, 3 
and hypophysis, similarity of, 
July, 7 

Syndrome, effort, March, 1445, 1448 
Weber’s, May, 14S5 
Syphilis, arsenical treatment for, 
value of liver function tests dur- 
ing, Nov , 613 

cerebrospinal refractive index of 
cerebrospinal fluid m, Jan , 1121 
changes in brain in, July, 144 
nasal, March 1379 
of central vascular sy stem. Sept , 
437 

aneurysm in, Sept , 450, 451 
case reports. Sept , 437-447 
enlarged heart m. Sept , 450 
pathology , Sept , 447 
prognosis, Sept , 454 
signs, Sept , 449 
symptoms, Sept , 44S 
treatment, Sept , 452 
for syphilis, Sept , 452 
of heart. Sept , 452 
Wassermann reaction in. 
Sept , 451 

of stomach. Nor , 717 
diagnosis, Nov , 719 
pathologv , Nov , 718 
prognosis, Nov , 720 
svmptoms, AV* , 719 
treatment, No* , 721 
of trachea and bronchi simulating 
asthma, Sept , 359 
pulmonary tuberculosis, 
Sept , 361 

plus chronic sinusitis, March, 1377 
pulmonarv , Sept , 357 
refractive index of cerebrospinal 
fluid in, Jan , 1121 
tertiary, MicCallum's description. 
Sept , 35S 
of lung. Sept , 364 
visceral, bismuth in, Jan , 1173 
Svphilitic leptomeningitis, tryparsa- 
mid in, Jan , 9S1 
Svnngomvelia, Jfcv, 14S2 


Tabes dorsalis, Ifov, 1481 
Tachvcardia, Ma\, 1630 
in hvpcrthvroidism, No* , 65S 
in thvroid di t case, Jan , 1097 
paroxvsmal, Mc\, 1632 
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Tachycardia, simple, May, 1631 
Tadpoles, dermal pigment of, experi- 
ments on, July, 5 
Tapotement, Sept , 29S 
Teeth, focal infection in, anoxemia 
and, Nov , 725 

Tertiary syphilis of lung, Sept , 364 
Test, bromsulphthalein, of liver func- 
tion, Jan , 1226 

Dick, in scarlet fever, Jan , 1240 
techuc, Jan , 1242 
for liver function, Jan , 1219 
fragility, certain applications, Jan , 
1157 

hemoclastic crisis, of li\ er function, 
Jan , 1227 

phenoltetrachlorphthalem, Jan , 
1221 

Schick, on students, Jan , 1187 
van den Bergh, certain applica- 
tions, Jan , 1157 
for bile pigment m blood- 
serum, Sept , 514 

Widal’s, of liver function, Jan ,1227 
Therapeutic use of oxygen m acute 
respiratory disturbances, Sept , 471 
Throat cases, demonstration of, 
March, 1375 

focal infection in, anoxemia and, 
Nov , 725 

Thrombo-angntis obliterans, sugar 
tolerance tests in, Nov , 561 
Thrombosis, sclerosis of pulmonary 
artery and, differentiation, Nov , 
710 

Thyrocardiacs, Nov, 656 
Thyroid hearts, Jan , 1093 
Thyrotoxic heart, Jan , 1094 
Tinea circmata, Nov , 648 
cruris, Nov , 642 
versicolor, Nov , 652 
Tinnitus with cardiovascular symp- 
toms of hyperthyroidism, case illus- 
trating, Nov , 666 
Tobacco-pouch stomach, Nov , 768 
Tongue and pharynx, hemoptysis 
from, March, 1375 
tuberculosis of, Jan , 1139 See 
also Tuberculosis of longue 
Tonsillitis, heart disease and, May, 
1535 

Trachea and bronchi, syphilis of, 
simulating asthma, Sept , 
359 

pulmonary tuberculosis, 
Sept , 361 

Traction diverticulum, Nov , 761 
Transitory blindness after chickenpox, 
Nov , 809 

Tryparsamid and paresis, July, 143 


Tryparsamid and paresis, case reports, 
July, 150-162 
method of giving, July, 149 
m syphilitic leptomeningitis, Jan , 
981 

Tuberculosis, miliary, of lungs, healed, 
with aneurysm of arch of aorta, 
Jan , 1057 

of tongue, Jan , 1139 
case histories, Jan , 1144 
case reports, Jan , 1150 
diagnosis, Jan , 1142 
etiology, Jan , 1140 
historical note, Jan , 1139 
incidence, Jan , 1142 
pathology, Jan , 1140 
prognosis, Jan , 1143 
symptoms, Jan , 1142 
treatment, Jan , 1143 
pulmonary, diabetes mellitus asso- 
ciated with, management, May, 
1453 

in early' infancy, simulating bron- 
chial asthma, Nov , 827 
syphilis of trachea and bronchi 
simulating. Sept , 361 
sclerosis of pulmonary artery and, 
differentiation, Nov , 709 
1 Tuberculous lobar pneumonia, March, 
1325 

meningitis, refractive index of cere- 
brospinal fluid in, Jan , 1124 
Tumor of cerebellopontine angle aris- 
ing from auditory’ nerve, May, 
1552 

Tympanic cavity, anatomy, March, 
1288 

space, anatomy, March, 1289, 1290 
Tympanum, anatomy, March, 1288 
Typhoid cholecystitis, Jan , 935 
fever, diet in, Jan , 939-941 
pathology, Jan , 938 


Ulcer, duodenal, hypersensitiveness 
to milk complicating treat- 
ment, March, 1409 
in child eight and a half years of 
age, May, 1577 __ 

x-ray diagnosis, Nov , 755, 787 
See also Duodenal ulcer, x-ray 
diagnosis 

of stomach, x-ray’ diagnosis, Nov, 
755 757 

callous ulcer of pylorus, Nov , 
783 

lesser curvature, Nov , n3 
motility disturbance on lesser 
curvature, Nov, 776 
niche, Nov , 757 
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Ulcer of stomach, x-raj diagnosis, 
ulcer m pars pjlorica and 
pjlorus, Ncr , 777 
of pjlorus, Nov , 782 
visualization of spasm of 
sphincter pjlori, No? , 781 
Ultraviolet raj’s in chronic arthritis, 
phj-siologic effects of, Sept , 281 
Uremia, March , 1399 
Urobilin, Sept , 515 


Van den Behgh test, certain applica- 
tions, Jan , 1157 
for bile pigment in blood- 
serum, Sept , 514 

Varicella, transitorj blindness after, 
Nov , 809 

Vascular system, central, syphilis of, 
Sept ,437 

Vasomotor disturbances in hj’perthj- 
roidism, Nov , 658 
Vertex alopecia, July, 8 
Vibration, Sept , 29S 
Virilism, hirsutism of, July, 3 
hypertrichosis of, July, 10 
Visceral syphilis, bismuth m, Jan , 
1173 

Vitiligo and coincident chloasma, July, 
20 

and morphea, July, 4 
Vomiting, persistent, alkalosis after 
Sept , 353 


Warthin's sign in pericarditis, Jan , 
1040 
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Water, phj*sical properties of, Sept, 
292 

Weber’s syndrome, May, 1485 

White and red blood-cells, great in- 
crease in, in splenomegalt , July, 
201 

Whitfield’s ointment in ringworm, 
Nov , 642 

Widal’s hemoclastic crisis test of liver 
function, Jan , 1227 

Wolf’s hunger, Nov , 631 


x-Rav and radium m treatment of 
chronic arthritis, Sept , 290 
diagnosis of duodenal ulcer, Nov , 
755, 787 See also Duodenal 
ulcer, x-ray diagnosis 
of hour glass stomach, Nov , 771 
of ulcer of stomach, No " , 755, 757 
callous ulcer of pjlorus, Nov , 
7 S3 

lesser curvature, Nov , 773 
motilitj disturbance on 
lesser curvature, No" , 776 
niche, Nov , 757 
ulcer in pars pjlonca and 
pjlorus. No v , 777 
of pi lores, Ncr , 782 
visualization of spasm of 
sphincter pjlon, No~ , 781 
in treatment of ringworm of scalp. 
No ■» , 646 


Zed reaction in inanition, July, 117 
Zoster circumflcxis, Jan , 955 * 
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Three Successful Books 


DIAGNOSIS— Foster's Examination of Patients 

Ne\cr before has there been a book like Foster’s It is not 
a routine book on diagnosis, it is a book on the technic of 
examination, the “how” of diagnosis Dr Foster, himself 
a skilful clinician, has. outlined a definite plan by "which 
symptoms, signs, and other data may be assembled and eval- 
uated and the findings clinically interpreted It puts method 
into diagnostic procedure 

By Ncms B Fostex,M 0 doth, $1.50 0 * 1 . 

TREATMENT— Palfrey’s Art of Treatment 

This, too, is as different from other works on medical treat- 
ment as is Dr Foster’s work on diagnosis. It is a work on 
the conduct of a case, on the management of the patient and 
the patient’s relatixes and friends But it is more than 
that— it is as well a book on therapy with particular stress 
on the comfort of the patient Under each disease Dr 
Palfrey gi\cs the therapeutic measures that will in most 
cases constitute satisfactory* treatment, that will in most 
cases- make the pauent comfortable 

ByliuvssW D Cloth, J1 50 c:t 

YOURSELF— Thomas’ The Successful Physician 

This is a work on the business side of practice. Dr Thomas 
has written a book that will guide the physician m his 
contacts with patient, nurse, and dtuggist. There are chap- 
ters on personality, on the selection ^f a location, on equip- 
ment, on in\ estments, on hospital work, on law, on ethics, 
and on many other subjects, all of' which the physician 
must know if he hopes to attain financia' independence. 

By\iux C Tiro HAS M D Cloth, U 00 a-t 
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